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The Nutrition and Physical Activity Programme (NPA) has completed three years of operational 
delivery and has undoubtedly achieved success on many levels. The NPA programme has touched 
the lives of the Nelson Marlborough population using a multifaceted approach to health promotion 
while generating multi sector community collaboration and providing a conduit between community 
and the DHB. NPA’s  solid theoretical base, flexible implementation and credible collaborative team 
have enabled progress towards goals to be evidenced despite the shifting of political and economic 
support for preventative health in general ,and obesity in particular,  during its short lifetime.  
 
NPA as a DHB innovation has indeed left an intrinsically valuable legacy in the Nelson Marlborough 
district. Its ultimate success will be judged by the turning around of the obesity epidemic and as 
such, can only be determined in the future.  
 
 
 
The Nelson Marlborough District Health Board (NMDHB) launched the Nutrition and Physical Activity 
NPA programme (NPA) as an innovative local response to the obesity epidemic. NPA has been the 
subject of continuous evaluation during its three years of operation and this report provides a 
summary of the evaluation findings to date and an understanding of the legacy the NPA programme 
is expected to leave in Nelson Marlborough. Strategic and operational development processes 
undertaken during the inception and growth of the programme have been identified, and 
subsequently an assessment of whether the programme has been implemented as intended was 
carried out. The type, quality and amount of activity that has occurred within the NPA programme is 
described to provide the contextual background of the evaluation, and stakeholder reflections on 
the programme and its legacy give an overview of the programme processes, its outcomes and the 
impact of the NPA programme that will endure into the future.  
 
 
 
NPA is an innovative, collaborative and complex programme which has required an innovative, 
collaborative and complex evaluation design to capture data at population, programme and 
initiative levels during the life of the programme. Primary and secondary data was sourced for this 
report which analyses findings from previous evaluation reports in light of contextual information on 
health needs within the region, stakeholder interviews regarding the programme and its legacy, and 
correlation analysis of previously measured variables relating to programme initiatives and their 
relationships with programme outcomes. The data relates to the three operational years of the NPA 
programme.  
 
 
 
Population level data collected revealed Nelson Marlborough to be relatively healthy compared with 
the national population, although this pattern was not homogenous nor without the need for 

Executive Summary 
Evaluation of the Nutrition and Physical Activity Programme 

2007-2010 
 

Results of the evaluation 

Design of the evaluation: 
 

Purpose of the evaluation 
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intervention. Fruit and vegetable consumption along with physical activity, was below minimum 
recommended levels and there were significant patterns of inequality between some demographic 
groups.   
 
Evaluation of NPA and its five Action Areas required measurement of the following key process 
variables identified by the literature: programme fidelity (meeting KPIs and degree of 
implementation), positive adaptation to plans, organisational development, collaboration, 
sustainability, evaluation readiness, and overall progress towards delivering operational strategies. 
Scores were attributed to each Action Area and strategy within it for each operational year, with 
reference to a collaboratively developed rubric. This report presents summaries of these data sets to 
provide an overview of the performance status of NPA over the three years of its operation 
Each year scores for Action Area performance have been analysed to provide an overall score for the 
NPA programme. These are presented here by year and illustrate an overall trend of year on year 
improvement. 
 

 
 
Figure 1: NPA organisational performance 

Programme fidelity scores suggest moderately high success in meeting KPIs and achieving a 
significant degree of implementation (i.e. reaching the intended target), with the low adaptation 
scores reflecting little need to change operational plans to meet wider Action Area strategies.  
Increasing scores for other organisational variables demonstrates consistent incremental 
improvement across the programme during its three years of operation. 
Table 1 presents the overall progress score for each Action Area (from a possible 10) along with a 
brief description of the activities which have contributed to these scores.  
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Table 1: Action Area progress 2007-2010 

Action Area Description of Progress 

Healthy Childhood  
Progress Scores 2007-2010 
 

Operational Year Progress 
Score 

2007/2008 6.5 
2008/2009 7.4 
2009/2010 6.2 

Key achievements included the growth of breastfeeding support 
services in Nelson Marlborough and passing on their coordination to 
the PHO; CNS provision of professional development for nurses; 
initiatives implemented in Nelson and Marlborough schools to 
increase nutrition and physical activity; and a successful trial and 
evaluation of the BFCI. No significant local barriers have been 
encountered, but changes to NAG 5 reduced the mandate for NPA’s 
presence in the school setting.   

Healthy Food, Healthy Choices  
Progress Scores 2007-2010 
 

 Operational Year Progress 
Score 

2007/2008 5.2 
2008/2009 5.9 
2009/2010 7.6 

Key achievements included the generation of a strong relationship 
with food producers, and the process of improving the nutrition 
content of certain processed foods had begun. Gardening initiatives 
linked to this Action Area have built on the current resurge of interest 
in gardening by providing opportunities to learn skills, grow and 
access produce across the district. Initiatives to improve workplace 
food and to develop nutrition policies for organisations were relatively 
unsuccessful.  

Active Neighbourhoods, Active 
Lives  
Progress Scores 2007-2010 
 

Operational Year Progress 
Score 

2007/2008 5.4 
2008/2009 6.4 
2009/2010 7.4 

Work in this Action Area has influenced town planning to promote the 
use of active transport in Nelson Marlborough through a series of 
learning and advocacy initiatives carried out with councils and local 
organisations. A number of local initiatives were supported to 
enhance the environment. However, lobbying for recreational 
facilities to lower their fees was continuously unsuccessful and the 
‘travel planner’ position at NMDHB did not receive funding, which 
hampered efforts to encourage the use of active transport to work. 

Vulnerable People and Families 
Progress Scores 2007-2010 
 

 Operational Year Progress 
Score 

2007/2008 5.5 
2008/2009 5.8 
2009/2010 7.8 

The Get Cooking programme has been a great success with large 
numbers of individuals and organisations becoming involved in the 
last two years including members of the health workforce.  Lower 
progress in the first year reflected the challenges of coordinating work 
in this Action Area and year three saw the small grants schemes 
replaced with a catalyst fund which encouraged the sustainability of 
interventions. Some initiatives were challenging less successful, for 
example the improvement of food in community houses. 

Reducing Chronic Conditions 
Progress Scores 2007-2010 

Operational Year Progress 
Score 

2007/2008 5.7 
2008/2009 7.8 
2009/2010 8.2 

A large proportion of resource was used for the CNS and healthy 
lifestyle programmes. The CNS increased nutrition and self 
management knowledge of people with chronic conditions and built 
capacity in the health workforce since 2007. Way2Go has expanded 
and the hub network provides a robust infrastructure to deliver 
wellness messages and programmes across Nelson. A smaller but 
similar hub network became established in Marlborough in the last 
year. Engagement with Maori communities has been more 
challenging; review of the Kaitakawaenga contract was particularly 
successful, with the programme now requiring a wait list.  
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NPA achievements 

The NPA has embodied a community development approach to the reduction of obesity in Nelson 
Marlborough by capitalising on, and growing,  resources already available in the community. Due to 
the untraditional and innovative nature of NPA’s approach, the initiative cannot and should not be 
judged against traditional benchmarks of programme delivery; instead indicators of community 
engagement are used. This report shows that NPA has exceeded the level of community 
engagement expected of a programme operating for such a short timeframe, although the 
perception it has not been ‘doing’ enough persists with some stakeholders. 
 
Although NPA’s work began somewhat slowly, over the years experience combined with the 
integration of evaluation findings into strategic planning has enabled the programme to target the 
right groups and work in a way that facilitates intersectoral coordination of activities to improve 
health outcomes. NPA has mobilised a community into action in a structured and collaborative 
manner through education, funding, training and the building of collaborative relationships. As a 
result, there is evidence to suggest that some change has been achieved at an individual level, but 
even more so at an organisational and environmental level.  

NPA as an innovation 

Establishing NPA as a standalone initiative was innovative for NMDHB. It required flexibility in terms 
of NMDHB’s governance and accountability measures. NPA has functioned as a moderately strong 
innovation, with particular strengths around organisation, information sharing, team function and 
goal setting; the capturing of intellectual capital the only identified weakness.  
 
It is expected that the adoption of NPA into the mainstream service will be quite difficult, reflecting 
the contrast between the long term preventative community development approach of NPA, so 
reliant on collaboration and relationships, and the  more traditional stance of the DHB. The legacy of 
NPA is partially dependent on its ability to influence the approach of the DHB to public health 
programmes. 

Determinants of NPA’s Success 

NPA’s success can be defined as progress towards strategic goals and the sustainability of the 
community infrastructure supporting wider nutrition and physical activity work. This is dependent on 
environmental need, the theory behind the intervention and the theory’s implementation. The 
evaluation has shown NPA has continually improved and advanced towards its overarching goals, 
although there has been misunderstanding around what outcomes should be expected from the 
programme. Clarity of expectations is required to ensure ongoing progress.  
 
To its benefit, the NPA has effectively engaged in collaborative partnerships under the guidance of 
strong leadership from the Programme Director. Over the three years NPA has experienced greater 
support from community partners than those within the DHB.  
 
More recently resourcing of the NPA has become increasingly constrained causing doubts about the 
sustainability of the programme’s initiatives, although the development of an evaluative culture is 
thought to have strengthened initiatives’ prospective sustainability. However, the most influential 
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factor determining NPA’s ongoing success is the political climate, which is moving away from 
emphasising the importance of prevention.  

The legacy of NPA 

The NPA programme has touched the lives of the Nelson Marlborough population using a 
multifaceted approach to health promotion while generating multi sector community collaboration 
and providing a conduit between community and the DHB, the value of which cannot be 
underestimated.  From a DHB perspective, NPA has afforded it an opportunity to bask in the glow of 
being seen as a creative organisation, one that demonstrated its environment was a safe and 
comfortable place to innovate. The DHB should be acknowledged for pioneering such an innovative 
health promotion approach to address the obesity epidemic.  
 
While the outcomes of NPA may be elusive, the degree of implementation was apparent. 
NPA as an innovation has indeed left an intrinsically valuable legacy in the Nelson Marlborough 
district. Its ultimate success will be judged by the turning around of the obesity epidemic and as 
such, can only be determined in the future.  
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1.0 Introduction 
In 2007 The Nutrition and Physical Activity Programme (NPA) was launched as Nelson Marlborough 
District Health Board’s (NMDHB) innovative response to the obesity epidemic (NMDHB, 2007) and 
was aligned with the Healthy Eating Healthy Action government strategy for New Zealand (Ministry 
of Health, 2003). The vision of NPA has been to improve health by providing opportunities and 
motivating people to eat better, be more active and make healthier choices. Designed as a five year 
stand alone programme, various economic and policy changes along with the NMDHB restructure, 
reduced the resources and profile of such population based public health activity. This resulted in 
the NPA programme aligning more closely with mainstream Health Promotion Service after three 
years of operation. 
 
This change marked the end of NPA as it was originally set up, and also the end of the period of 
independent evaluation by the School of Population Health (SOPH). This summary report of those 
three years is created for an audience consisting of NMDHB, other DHBs and the wider health 
promotion sector. The report provides an overview and analysis of the evaluation findings of the 
three years of NPA’s operation (2007-2010) and a reflection on the legacy of the NPA in Nelson 
Marlborough.  
 
This report will consider available evidence in order to: 

• Describe the scope and reach of NPA 

• Identify the immediate outcomes of NPA 

• Understand  the learnings from this programme and how they may translate into a new 
environment 

 
The  report draws on data and findings from evaluation reports relating to baseline measures of 
health knowledge, behaviour and attitudes, monitoring data of operational activity, the processes 
enabling delivery during the three financial years 2007/8, 2008/9 and 2009/10, and a number of 
smaller focussed evaluations of programmes under the NPA umbrella. These findings are 
complemented by additional strategic and operational stakeholder reflections on the three years of 
the NPA programme; data collected solely for this purpose in mid-2010. 
 
This report is presented in six sections. The introduction is the first of the six parts and provides an 
understanding of the programme and the political, demographic and strategic environment in which 
it was implemented. The second section, Population level evaluation, presents the findings of the 
baseline nutrition and physical activity survey conducted in Nelson Marlborough early in NPA’s 
inception, which was used to inform the implementation of NPA.  
 
The following sections present the evidence as it relates to the interventions, enabling factors and 
outcomes identified on NPA’s strategic programme logic. The first of these sections, Programme 
interventions, presents results for each Action Area in terms of the key evaluation variables over the 
three years of NPA and the analysis of the programme’s progress as a whole over the three years. 
The Programme enablers section, which follows, describes the key variables required to facilitate 
delivery of the programme as identified in NPA’s programme logic. Relevant programme data and 
evaluation findings are drawn on to illustrate the role each variable has played. Statistical analysis is 
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also used to explore relationships between Action Area, strategy level and success factors. The 
Outcomes section then describes the results of the programme at individual and organisational 
levels, and NPA’s impact on social, physical and community environments. This section also 
describes stakeholders’ perceptions of NPA’s legacy going forward. The final section synthesises and 
discusses the conclusions drawn from the evidence considered in the report, in light of health 
promotion and health systems research and theory.  

1.1 HEHA: The New Zealand response to the burden of lifestyle diseases 

Far too many New Zealanders die prematurely or become ill from preventable 
diseases and conditions such as cardiovascular disease, diabetes, cancer and obesity. 
This follows a worldwide trend of increasing deaths from non-communicable 
diseases. Improving nutrition, increasing physical activity levels and achieving 
healthy weight across the population can reduce the risk of developing these diseases 
and conditions. (Ministry of Health, 2003) 

 
This statement introduces the population based strategic framework for the Ministry of Health’s 
action against obesity, Healthy Eating, Healthy Action (HEHA) launched in 2003. This strategy was 
the ministerial response to three of the thirteen health priorities at that time; to increase physical 
activity, improve nutrition and reduce obesity. The strategy identified that two in five deaths in New 
Zealand were related to poor nutrition with insufficient physical activity a contributory factor in 
around a quarter of them. HEHA strategy required a multi sector integrated approach and DHBs 
across New Zealand took up the challenge to varying degrees. 
 
Following the appointment of a National government in 2008 the HEHA strategy reduced its profile. 
Additionally the removal of the NAG 5 clause in February 2009 (which allowed schools to sell 
unhealthy foods again); dropping of three of thirteen national heath targets related to nutrition; 
physical activity and obesity in May 2009; and the withdrawal of funding for the Obesity Action 
Coalition in June the same year signalled a reprioritisation of government funding. Following an 
extended period of uncertainty, HEHA was incorporated into the Health and Disabilities National 
Services Directorate in 2010 and was able to confirm ongoing but reduced funding to DHBs until 
2012. 

1.2 Nelson Marlborough DHB 

The Nelson Marlborough district covers a total land area of 22,715 km2, with an estimated 
population of 138,100 (Statistics New Zealand, 2010) and incorporates three diverse regions: 
Marlborough, Nelson and Tasman. The district is effectively divided by the mountainous Richmond 
Ranges, with Marlborough at the eastern side and Nelson, the most urban centre, an hour and a half 
drive away to the west with the Tasman region further west. The majority of residents living outside 
the Nelson urban region or the centres of Blenheim and Tasman are scattered in and around small 
rural centres. 
 
Socioeconomic quintiles allocate populations from geographic areas into five categories of relative 
material and social deprivation. Quintile One represents those least deprived and Quintile Five the 
most deprived. In 2006/07 across the Nelson Marlborough district, 43.9% of the population lived in 
Quintiles One and Two, 23.9% lived in Quintile Three and only 32.1% lived in Quintiles Four and Five. 
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In other words, a higher proportion of Nelson Marlborough district population lived in Quintiles One 
and Two (richer) than Four and Five (poorer) areas. During the same period the Nelson region 
appeared to have a higher proportion of people who were deprived, with two-thirds of the Quintile 
Five population in the NMDHB live in Nelson City (NMDHB, 2008). Tasman (21.6%) and Marlborough 
regions (21.2%) had the highest proportion living in least deprived areas (NMDHB, 2008). NMDHB 
had a lower proportion of people living in the most deprived quintile (7%) compared to New Zealand 
(20%) (Ministry of Health, 2008). The population of the district was therefore less materially and 
socially deprived than the rest of New Zealand, but within the population there were significant 
pockets of high deprivation in both urban and rural areas. 
 
NMDHB used the opportunity and funding HEHA presented (along with substantial funding of its 
own) to develop an innovative strategy to address the obesity epidemic and the decision was made 
to develop a programme to deliver the strategy within the Primary and Community division, but 
separate from the mainstream health promotion team. This stand alone programme, the Nutrition 
and Physical Activity programme (NPA) was launched in 2007 with a two million dollar budget each 
year for five years and a mandate for turning around the obesity epidemic in the district. Economic 
and political changes reduced that budget each year but the intent and vision remained. 

1.3 The Nutritional and Physical Activity programme 

NPA was considered an innovative health promotion programme as it operated independently of the 
mainstream Health Promotion Service, and was based on a model of building on community 
strengths and participation. The NPA Strategic Plan (NMDHB 2008) expands on the whole of life, 
whole of society approach, describing five Action Areas and supporting themes consistent with 
HEHA strategy (Ministry of Health, 2007). The plan articulates objectives to be reached in 2012 for 
each Action Area. The plan was revised in 2008 and became more focused on families, but the 2012 
objectives of the programme remained unchanged. Operational planning for each financial year 
identified the programme’s contribution to the District Annual Plan (DAP) within its KPIs and in the 
third year incorporated the Nutrition and Physical Activity work stream for the Public Health Service 
Health Promotion team. The Strategic Plan for the programme uses the following diagram, Figure 2, 
to illustrate the socio ecological framework and describe the core activities (NMDHB, 2008). 
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Figure 2: NPA strategy 

Programme team 

The team was led by a Programme Director (also the HEHA regional coordinator) who was appointed 
in October 2007, and supported by one full time equivalent (FTE) Programme Manager in both 
Nelson and Marlborough (the latter position was job shared). The team also included a 
Communication Advisor (January 2009 to May 2010), a Tu Healthy Coordinator to bring a Maori 
focus to the programme (from July 2008 to July 2009 sponsored by HEHA), and a Food Industry Pilot 
Representative (January 2009 to June 2010 sponsored by the Heart Foundation). These positions 
were all one FTE, as was the team’s administrative support. The Food Industry position reduced to 
part time mid way through for personal reasons. At its full complement the NPA team consisted of 
seven people (six FTE) for seven months. 

Governance 

Although a DHB programme, the intent was for NPA to be community owned. To that end it was 
governed by a Partnership Steering Group (PSG) consisting of community partners who met monthly 
with Terms of Reference giving the group responsibility for oversight and monitoring, information 
sharing and making recommendations to the Internal Programme Group (IPG). The IPG consisted of 
the Programme Director and senior DHB management (Manager of NMDHB Primary and Community 
Division, Planning and Funding, Iwi Health Board and Health Promotion). 
 
The PSG consisted of  representation from  local and national bodies including: Marlborough and 
Tasman District Councils; Tasman Regional Sports Trust; Marlborough and Nelson PHOs; SPARC; the 
Food Industry Group; Te Puni  Kokiri; Ministry of Social Development; Ministry of Education and the 
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Ministry of Health. Nelson City Council was supportive of NPA activity but declined to formally 
engage. Evaluation of the first monitoring period identified that information sharing and oversight 
took place but a disproportionate number of agenda items related to the role and function of the 
PSG and attendance at meetings was inconsistent beyond a core set of members. The first and 
second evaluation reports captured a growing sense of disillusionment with the governance 
structure of NPA as it became clear major decisions, especially those related to funding, were not 
made at PSG level and the group was dissolved towards the end of 2009. Support for the vision of 
the programme was maintained. The spirit and goodwill of the PSG was said to have remained for 
many members and a Nutrition and Physical Activity forum was established in its place in 2010. The 
IPG retained responsibility for NPA until the end of the 2009/10 year, when service level 
restructuring prompted the transfer to line management reporting.  

Operating environment 

The environment in which NPA operated changed considerably between 2007 and 2010. Changes 
included those at national level which sign-posted significant policy changes for nutrition and 
physical activity, and also three separate but interdependent DHB work streams.  
 
NMDHB operated within significant fiscal constraints, which created a need to prioritise and 
demonstrate effective delivery across the range of DHB services. There were three work streams 
affecting NPA: the Rutherford Initiative (a line by line financial review to identify essential spending), 
the Health promotion development project (HPDP; which was undertaken to ensure the division had 
the capability and capacity to deliver an effective and efficient health promotion service) and the 
fundamental restructure of the DHB. These internal work streams were due for completion in 2011. 
 
These changes affected a wide range of other services but highlight the changing and increasingly 
uncertain environment NPA that operated within after its first year. Figure 3 illustrates the proposed 
and actual timeframe for the programme alongside key programme events, the gradual reduction in 
funding and the wider environmental influence.  
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Figure 3: NPA programme timeline and key events 

1.4 Evaluation of NPA 

The evaluation of complex and innovative programmes often requires complex and innovative 
evaluation design. Following a thorough scoping exercise in 2007 the goals, objectives and 
framework for the evaluation of NPA were determined (Clinton, McNeill & Brown, 2007a, 2007b, 
2007c).  
 
The evaluation goal was to systematically support the NPA programme to measure its success, 
inform its development and share knowledge and learning; all in a way that was relevant to the 
community as a whole.  
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Evaluation objectives were: 
 

• Assess the impact of the programme at population, community, organisational and 
individual levels.  

• Assess and inform the implementation of the NPA. 

• Facilitate a learning environment by creating capacity and structure to facilitate 
knowledge transfer. 

An evaluation framework 

The Centres for Disease Control and Prevention’s (CDC) stakeholder centric framework for public 
health initiatives (CDC, 1999) was adapted in collaboration with NPA key stakeholders to ensure the 
evaluation would be relevant for stakeholders and had a philosophy of critical reflection and 
capacity building. Three levels of evaluation activity were identified as necessary: 
 

• Population level evaluation: Collection of population measures from before or early in the 
programme provided a baseline measure of health, nutrition, physical activity and the physical 
environment in Nelson Marlborough, from which subsequent change can be identified following 
repeated population data collection.  

• Programme level: Annual monitoring of the processes and outputs of NPA through an 
evaluation of all initiatives was undertaken to establish some measure of ‘dose’ across the 
population and to identify the key achievements, challenges, organisational development, 
partnership, collaboration, evaluation readiness, team cohesion and sustainability of the NPA. 
This was to support and inform programme development. 

• Focussed studies: Evaluation of discrete NPA initiatives through focused studies was designed to 
provide a more in depth evaluation of specific initiatives as required. 

 
A list of the reports generated from this evaluation activity is found in Appendix A and the findings 
are condensed in this summary report as detailed in the following methodology section. Evaluation 
capacity building was inherent in the evaluation framework and was delivered by collaboratively 
completing evaluations at programme and initiative level and also by provision of evaluation 
training. 

1.5 Methodology 

This summary report involves reanalysis of evaluation findings and data previously presented to 
NMDHB. In addition, qualitative data gathered by the evaluation team is used to provide insight into 
the overall impact, key learnings and legacy of the three years of the NPA.  
 
Findings from the Baseline Survey conducted in 2008, which measured health behaviours, 
knowledge and attitudes in the NMDHB population, along with morbidity and mortality data 
(McNeill at al., 2010) are presented to illustrate the burden of disease and prevailing behavioural 
markers relating to nutrition and physical activity in the district early in the life of the programme.  
 
Annual monitoring reports provide scores which reflect achievement in terms of different 
operational delivery variables and the influence of the programme on relevant organisational 
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variables identified in the literature as indicators of successful community initiatives.  Explanations 
of these variables can be found in the rubric in Appendix B, and in section three of this report. Re 
analysis of these scores has been carried out to provide an illustration of NPA’s progress over the 
three financial years of its duration.  
 
During re analysis the evaluation team quantified the type of KPI, responsibility for strategies and 
alignment of strategies with health promotion principles by each Action Area, for each of the three 
years. The NPA team verified the evaluation team’s allocation of strategies into the descriptive 
categories. Further explanation of this scoring process can be found in Section 3.1.  
 
The Action Area and strategy level scores were combined to produce a data set that could explore 
the relationships between Action Area, strategy level and success factors. The analysis was primarily 
done to examine the relationship between various factors measured during the evaluation and 
several success factors (Action Area progress, strategy level progress, and programme sustainability). 
To enable the correlation analysis of Action Area and strategy level variables it was necessary to 
duplicate the Action Area scores for each strategy within the Action Areas. Although this could 
potentially lead to an overestimation and/or distortion of the relationships, the number of strategies 
for each Action Area were relatively consistent and therefore any effect on the results should be 
minimal. All correlations were calculated using simple bivariate Pearson’s correlations with a 
significance level of 95%. Only significant correlations are presented in the results. Interpretations of 
the strength of the correlations has used Cohen’s cut-offs of weak (0.1-0.29), moderate (0.3-0.49) 
and strong (0.5+) (Cohen, 1988). 
 
In terms of qualitative analysis, interviews with twelve Action Area and strategic stakeholders were 
conducted in November 2010 during which they were asked to reflect on the three years of NPA. 
These stakeholders were asked: 
 

• If NPA wants to eventually turn around the obesity epidemic, has it been doing the right things? 

• What evidence is there that NPA has effected change at community, organisation and individual 
levels? 

• What do you consider has been the greatest learning to emerge from the three years of NPA? 

• How will that knowledge be usefully applied in the future? 

• What do you consider the main legacy of NPA, what will endure? 

• What have been the advantages and disadvantages of this approach to health promotion? 
 
Thematic analysis of these interviews was carried out to provide an understanding of stakeholders’ 
perceptions of the successful and unsuccessful elements of the NPA programme and how this would 
affect the ongoing impact of NPA. 

1.6 Strategic programme logic 

The evaluation team has worked closely with the NPA stakeholders to develop a shared 
understanding of the programme by using a programme logic tool to collaboratively build a 
programme description based on evidence and stakeholder knowledge. The scale and complexity of 
the NPA programme required development of a programme logic of strategic intent, in addition to 
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operational programme logics to illuminate the intended activity and results of operational delivery. 
This summary report requires reflection on the “big picture” of NPA and therefore presents the 
strategic programme logic as the blueprint for how the programme works and also the sections of 
the report, which consider the relevant evidence. 
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2.0 Population level evaluation 
The first level of evaluative activity relates to the impact of NPA at the population level and so 
presents a baseline from which to monitor future change. 

2.1 Identifying baseline measures 

NPA intended to change attitudes, knowledge and behaviours across the spectrum of nutrition and 
physical activity related variables, with the longer term aim of reducing obesity. It is therefore 
necessary to have an understanding of the starting point, or baseline of some of these variables in 
order to detect change and the magnitude of that change, if any. Baseline measures were 
determined for NPA by analysis of existing hospitalisation data, the completion of a large scale 
survey of local residents and an environmental inventory.  

2.2 Baseline nutrition and physical activity survey 

In 2008 the NPA Baseline Survey was completed, with the results providing the basis for a 
comprehensive understanding of the knowledge, attitudes and behaviours of the district’s 
population relating to nutrition and physical activity (McNeill, Clinton, Brown & Radman, 2008). 
Responses from the stratified sample of 1892 local people was analysed by district, age, gender and 
ethnicity and compared, where feasible, to national data. The full survey and a summary report are 
available at http://www.healthyas.org.nz/baseline-survey/ . Key findings of the survey were:  
 

• 76% ate two or more servings of fruit each day (national average 59%) 

• 56% ate three or more servings of vegetables each day (national average 63%) 

• 58% engaged in at least 30 minutes of moderate activity on at least five of the previous seven 
days (national average 51%) 

• 78% ate breakfast every day 

• 55% ate their main meal at home 

• 59% had not had a fizzy drink in the last week 

• 70% had takeaways less than once a week 

• More than 11% and 7% respectively were walking or cycling to work or school 
 
The most significant barriers to healthy behaviours were: 
 

• 49% identified cost a barrier to fruit and vegetable consumption 

• 46% were not encouraged to eat healthily 

• 11% reported sometimes running out of food and being unable to afford more 

• 32% stated time was the biggest barrier to being more active, followed by road safety (29%) and 
health problems (26%) 

2.3 Inequalities 

Although the survey responses suggested the NMDHB population had overall better health 
behaviours than the national population, it also identified pockets of inequalities within the district 
across regions, areas of relative deprivation, ethnicity, gender and age groups.  

http://www.healthyas.org.nz/baseline-survey/�
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2.3.1 Maori 

Overall Maori were less likely to have eating habits that met the NZ Food and Nutrition Guidelines 
compared to non-Maori. They were more likely to see cost as a barrier to eating more fruit and 
vegetables, to have difficulties in affording healthy food and find it difficult to eat healthily, and to 
run out of food. They were more likely to be overweight and to smoke. 
 
Maori were more likely to discuss diabetes, exercise, and healthy eating with a primary health care 
professional. The wider family was more likely to encourage them to eat healthily compared to non-
Maori. Maori were more likely than non-Maori to be vigorously active for ten minutes or more on six 
days a week and were more likely to report that they had increased their physical activity levels in 
the last six months. However, Maori were more likely than non-Maori to report cost is a barrier to 
being active. 

2.3.2 Deprivation 

For some eating behaviours there was a trend (often not significant) towards those in the most 
deprived areas being less likely to have eating habits that met the New Zealand Food and Nutrition 
Guidelines. For other eating behaviours there were no differences between groups, or only the least 
deprived areas (Quintile One) showed a significant difference. Those in the most deprived areas 
(Quintile Four & Five) were more likely to run out of food. Those in the least deprived areas (Quintile 
One) were more likely to rate their health as good. The prevalence of smoking increased with 
deprivation, but there were no obvious differences for other health and risk factors. 

2.3.3 Age 

Overall those aged 16-24 years were less likely to have eating habits that met the Food and Nutrition 
Guidelines. They were more likely to rate their eating habits as poor and less likely to identify 
healthy behaviours that an expert may recommend. They were less likely to be overweight and more 
likely to smoke. However, the 16-24 age group was the most active age group. 
 
Those aged 65 years and over had the highest prevalence of diabetes, hypertension and high 
cholesterol levels. This age group was more likely to be sedentary and report that their physical 
activity levels had decreased in the last six months. Footpath availability and health problems were 
the most commonly reported barrier to being active for this group. 

2.3.4 Gender 

Overall, males were less likely to have eating habits that met the New Zealand Food and Nutrition 
Guidelines compared to females, and less likely to identify behaviours that an expert may 
recommend to be healthy. They were more likely to be overweight, though less likely to try and lose 
weight. Males were more likely to sit for eight or more hours during weekdays and weekends 
compared to females, but more likely to report doing moderate or vigorous exercise for at least ten 
minutes on four or more days a week. 

2.3.5 Region 

Overall those respondents living in the Nelson region were less likely to have eating habits that met 
the Food and Nutrition Guidelines than Tasman and Marlborough and were more likely to rate their 
eating habits as poor or fair. There was little difference between areas in meeting physical activity 
guidelines.  
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2.4 Environmental factors  

The inclusion of the environment in the classic public health triad of man, agent/vehicle and 
environment, demonstrates the significance of geographic location in health and disease (Boulos, 
2004). In particular studies have documented the association between environmental features (for 
example recreation facilities and sidewalks) and behaviours such as physical activity levels and eating 
habits (Baum, 2008). Geographic Information Systems (GIS) are increasingly being used to record, 
illustrate and measure these environmental features. 
 
In 2008 data was collected from public sources and the three local councils to establish recreational 
facilities and different types of food outlets across the district. Location data was transferred to a 
web based geomap of the district using Django software, and the exercise was repeated in mid 2010 
and the food outlets updated on the geo map to observe any environmental change. This map can 
be seen at  http://chsrpdata.fmhs.auckland.ac.nz/geomap/ .The data from 2008 was re-coded to the 
categories of supermarket, fruit and vegetable outlet, fried food chains and fried food independent, 
and compared to the data in those categories collected in 2010. Across the district there were two 
less supermarkets, three more fruit and vegetable outlets and eight more fried food outlets (four 
chains and four independents) over the 18 month period. For the fried food chains this represents a 
50% increase in outlets in the district over the eighteen month period. 

2.5 Morbidity and mortality data 

Analysis of NMDHB hospitalisation data from 2000 to 2006 was used to determine the burden of 
disease relating to cardiovascular diseases and Type II diabetes, two diseases highly related to 
lifestyle choices and thus obesity. Findings were compared to national data to identify the burden of 
disease in relation to New Zealand as a whole in the years immediately prior to NPA.  
 
In terms of cardiovascular disease the rates of morbidity and mortality in NMDHB were similar to the 
rest of New Zealand. 

2.5.1 Mortality due to Cardiovascular disease (2000-2004) 

Nationally 40.1% of total deaths were attributed to CVD as the underlying cause of death and 0.09% 
as a contributing cause. 
 
In the NMDHB district 41.4% of total deaths were attributed to CVD as the underlying cause of death 
and 0.08% as a contributing cause. In terms of CVD as the underlying cause of death, rates were 
higher in the NMDHB population (339.7 per 100,000) compared with the national rate (293.8 per 
100,000). 

2.5.2 Morbidity due to Cardiovascular disease (2000-2006) 

Nationally 8.5% of total morbidity was attributed to CVD as a primary diagnosis and 16.8% as a 
secondary diagnosis.  In the NMDHB district 9.8% of total morbidity was attributed to CVD as a 
primary diagnosis and 16% as a secondary diagnosis. 
 
Similar rates of CVD as a primary and secondary diagnosis per 100,000 discharges were seen in the 
national and NMDHB populations. The rate of CVD as a primary diagnosis for NMDHB was 1806.2 
per 100,000 compared with the national rate of 1945.8 per 100,000, and the rate of CVD as a 
secondary diagnosis was 3175.4 per 100,000 for the NMDHB population compared with 3566.2 per 
100,000 nationally.  

http://chsrpdata.fmhs.auckland.ac.nz/geomap/�
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In terms of Type II diabetes the rates of morbidity and mortality were lower than the rest of New 
Zealand. However the small local numbers make this finding particularly sensitive and should be 
interpreted with caution: 

2.5.3 Mortality due to Type II diabetes (2000-2004) 

Nationally 2.5% of total deaths were attributed to Type II diabetes as the underlying cause of death 
and 5.3% as a contributing cause. In the NMDHB district 1.7% of total deaths were attributed to Type 
II diabetes as the underlying cause of death and 4.9% as a contributing cause. 
 
Death rates per 100,000 with Type II diabetes as the underlying cause of death in the national (18.4 
per 100,000) and NMDHB populations (13.7 per 100,000) were similar. The death rates with Type II 
diabetes as a contributing cause of death in the national (38.5 per 100,000) and NMDHB (39.8 per 
100,000) were also similar.  

2.5.4 Morbidity due to Type II diabetes (2000-2006) 

Nationally 0.59% of total morbidity was attributed to Type II diabetes as a primary diagnosis and 
5.8% as a secondary diagnosis. In the NMDHB district 0.3% of total morbidity was attributed to Type 
II diabetes as a primary diagnosis and 4.2% as a secondary diagnosis. 
 
In this time period 126 per 100,000 people nationally compared with only 54 in the NMDHB district 
were discharged with Type II diabetes as the primary diagnosis. A further 1229 per 100,000 people 
nationally, compared with only 54 in the NMDHB district, were discharged with Type II diabetes as a 
secondary diagnosis. 
 
In summary the burden of disease attributed to these two lifestyle conditions follows national 
trends, with cardiovascular diseases responsible for around four in ten deaths and almost a tenth of 
total morbidity. Although Type II diabetes is much less of a burden than cardiovascular disease, both 
nationally, and particularly in NMDHB, a large proportion of the morbidity and mortality ascribed to 
CVD could potentially relate to these people having diabetes. 

2.6 Summary of population level data  

In many respects Nelson Marlborough DHB’s population appears to have slightly better nutrition and 
physical activity behaviours compared with the rest of New Zealand, and in terms of lifestyle disease 
(Cardiovascular diseases and to a lesser extent Type II Diabetes) the district shares a similar burden 
of disease. Baseline survey data reveals this pattern is not homogenous nor without the need for 
intervention. There are areas, such as vegetable consumption, which are below national rates and 
this rate, along with fruit consumption and physical activity, is well below the minimum 
recommended levels.  
 
Monitoring of this data is most useful over the longer term, to determine change not only at the 
population level but change in the patterns of inequality that have been identified, particularly for 
Maori and those in the more deprived areas. However, NPA is but one influence on nutrition and 
physical activity in the district, and future change, or lack of it, cannot be attributed directly to the 
programme alone.  
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3.0 Programme interventions 
The strategic planning of NPA was operationalised into five Action Areas which represented focus 
rather than discrete silos for work streams. These are the activities represented as programme 
inputs on the programme logic, which theoretically will deliver the intervention outputs as a 
consequence. These Action Areas are: Healthy Childhood, Healthy Food/Healthy Choices, Active 
Neighbourhoods/Active Lives, Supporting Vulnerable People and Families and Reducing Chronic 
Conditions. At the start of NPA goals to achieve by 2012 were set and a number of strategies were 
identified for each area. These strategies were to guide operational planning each financial year in 
line with the strategic direction. The number of strategies was reduced from 29 to 20 in the third 
year of operation and to ensure consistency for comparative purposes, they have been numbered 
against strategy in this report, with some missing data where strategies were dropped in year three 
(represented by an asterisk in tables). 
 
Each Action Area drew on a range of community partners to implement the operational plan for 
each of the three financial years. The key players in each Action Area are identified with many 
working alongside NPA in more than one Action Area. In each monitoring period, evidence relating 
to performance against KPIs, in addition to interview data from a wide stakeholder group, was 
considered to score each Action Area against a number of variables. It is this evidence which is 
presented in condensed format below. Section 3.2 Action Area performance presents each Action 
Area individually with identification of the area’s 2012 goals, key strategies and KPIs and then a list 
of key partners. A discussion of the differences in these areas follows in Section 3.2.6 . Section 3.3 
NPA annual programme performance, reviews the programme’s performance by presenting the 
results of the three years of monitoring evaluation scores, analysis of delivery and a high level Action 
Area summary. This section is a programme wide summary where the same variables are presented 
to provide an overview of the whole programme function over the three year period. Before that 
evidence is presented, the identification and measurement of the variables is explained. 

3.1 Measuring programme delivery and outputs 

3.1.1 Programme delivery of Action Area strategies 

Operational delivery of NPA was designed by considering the key strategies for each Action Area and 
KPIs identified for each operational year. Delivery is measured by scoring the following variables of 
progress (towards achieving the strategy), meeting KPI (evidence that specific milestones and 
measures have been achieved), implementation (“dosage” or degree to which it has reached the 
intended audience) and adaptation (positive remedial action taken) if required. 

3.1.2 Programme delivery of Action Area development 

When scoping the evaluation of NPA, the ecological model of health promotion and the philosophy 
of community development that informed its approach had to be respected and reflected by the 
evaluation design and any measurement model adopted. Therefore it was appropriate to measure 
NPA’s immediate effect on the district, not by BMI change of individuals or other “hard” health 
indicators (which was not realistic, feasible nor likely to change short term), but by the influence of 
the programme on the relevant organisational variables identified by literature as indicators of 
successful community initiatives (Clinton, McNeill & Brown, 2007a, 2007b, 2007c). These variables 
were identified as being: 
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• Programme Fidelity: This score was calculated based on scores awarded to initiatives for 
meeting KPIs and degree of implementation. High scores for meeting KPIs reflected the 
achievement of a high proportion of KPIs for each initiative, and high scores for implementation 
reflected the achievement of actions by their dates for completion, the achievement of 
fundamental milestones, stakeholder participation achieved and target audiences reached. 

• Adaptation: Scores for adaptation reflected evidence that Action Areas were able to alter their 
programme positively to provide for the changing needs and priorities of communities and could 
identify potential obstacles in advance and circumvent these if necessary. 

• Organisational Development: High scores for this variable reflected effective operation of 
governing bodies, the implementation of strategies for improvement, collaborative decision 
making and clear role definition within teams. Goal formation, information flow, innovation, 
reflective activities, communication, collaboration and coordination are all essential 
characteristics related to optimal organisational development. Another key component of this 
variable is the ability to engage in cooperative relationships with other organisations. 

• Sustainability: High scores for this variable require that planning for programmes accounts for 
their continuation after initial funding has finished, and workforce support from NPA staff is 
withdrawn. Education, training and collaboration with other organisations are therefore 
required, as is networking to source additional funding for programmes.  

• Evaluation Readiness: This variable considers the degree of involvement across the programme 
in evaluation and considers the technical and individual capacity to conduct internal and/or 
external evaluations as well as organisations’ willingness and demonstrated support of 
conducting and using evaluation findings. 

• Progress: High scores on this variable reflect the overall progress that the Action Area is making 
towards its overarching strategies. 

 
A collaboratively developed rubric was used to score both programme delivery and programme 
development variables on a scale of 0 -10. It is important to understand the combined effect of 
programme delivery and the organisational variables facilitating programme development 
contribute to the short, medium and long term outcomes of the programme. While the above 
variables were identified as enablers to meet the outcomes, they are identified and measured 
separately from the program enablers identified in the Program logic (see page 23). 

3.1.3 Limitations to measurement model 

The scoring of variables was based on qualitative and quantitative data to triangulate evidence and 
make the scoring process as robust as possible. Despite this there are limitations inherent in any 
measurement model and two are identified here. 
 
It is likely that the cyclical learning process which accompanies evaluation, particularly over a three 
year period, has improved the planning and set up of KPIs and/or the reporting and production of 
evidence to support the achievement against KPIs. While this is a positive outcome of the learning 
process in itself, it may favourably skew the results as improved performance may be a result of 
improved KPI definition and improved reporting, rather than solely the result of improved 
performance. 
 
A second limitation of measuring performance against KPIs is that it does not distinguish between 
the varied types of KPIs, which vary considerably in purpose, scope and complexity. For this reason a 
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more comprehensive understanding of these performance indicator scores is sought from further 
analysis of the types of KPIs delivered against and the nature and purpose of delivery. 

3.1.4 KPI by type 

Scoring achievement against KPIs does not recognise the varied scope and complexity of work that is 
carried out. For example administering a scheme for grants is more straightforward for NPA and 
easily provides evidence of outputs, compared with other KPIs for the scoping and development of 
programmes which require collaboration and funding from other parties. Each monitoring period 
the KPIs have been classified into one of the following types of activity: 
 

• Collaboration: Strategies which require cooperation between parties for the KPI to be achieved. 
Activities which require input from other parties, such as influencing organisational policies and 
supporting organisations in developing written submissions may be considered collaborative. 

• Programme delivery: Strategies which involve the provision of a service by NPA or another 
organisation. Strategies relating to the public education campaign, the CNS and the 
administration of funding grants were included in this category. 

• Programme development: Strategies which relate to building capacity, or growing the reach of a 
programme or organisation. For example, scoping the need for services in a community and 
undertaking evaluation workshops to build the knowledge and skills of staff. 

• Structural development: Generating structures that will likely be sustainable in the long term. 
For example, strategies which require the development of Way2Go hubs and the appointment 
of staff members. 

 
As some types of KPIs are easier to progress and/or produce evidence of progress for than others, 
additional classifications provide a deeper understanding of the performance scores across Action 
Areas and across financial years. 

Responsibility for delivery 

Work towards the achievement of each KPI across all Action Areas for the three years of operation 
was coded to determine the degree of responsibility required of NPA for actual delivery. Degrees of 
responsibility were coded as: 
 

• Sole: NPA took sole responsibility for the delivery of a KPI.  

• Led: NPA led the activity, but input was needed from other organisations .  

• Equal: All parties took an even amount of responsibility for the success of the initiative.  

• Supporting: NPA supported other parties to achieve the KPI. For example, NPA supported 
national level initiatives such as the Healthy Heart Award and facilitated its implementation in 
Nelson and Marlborough schools. 

• Contract: NPA contracted another organisation to deliver services.  

3.1.5 Health promotion strategy alignment 

As a health promotion programme, it is relevant to consider how the activities of NPA align with the 
five strategies for action identified by the Ottawa Charter (WHO, 1986). The Ottawa Charter is 
considered the founding document of health promotion (Baum, 2008) and is particularly relevant for 
NPA as HEHA strategy has identified these five strategies as objectives (MoH, 2003). Individual NPA 
activities may not align with a single discreet strategy but encompass action across two or more. For 
the purpose of analysis the predominant type has been defined in collaboration with the NPA team. 
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The five Ottawa Charter health promotion strategies encompass the following types of NPA KPI 
activity as follows: 
 

• Build Healthy Public Policy- This refers to KPIs which promote awareness at all levels of 
organisations, of the impacts of policies on health. Strategies which are coded under this action 
include lobbying for changes to council policies and work with the food industry to improve the 
nutritional content of foods produced. 

• Create Supportive Environments- KPIs which work towards creating supportive environments 
are focused on developing supportive reciprocal relations between individuals, communities and 
the environment. As a lot of NPA’s work involves the development of policies to create 
supportive environments, it is sometimes difficult to distinguish which actions should be coded 
as Building Healthy Public Policy and which should be considered to be Creating Supportive 
Environments. In this evaluation, lobbying for changes to policies has been coded as the former 
and the creation and implementation of policies has been coded as the latter. 

• Strengthen Community Action- KPIs coded under this strategy work towards empowering 
communities to take control of their futures by drawing on existing resources within 
communities and providing support to enhance these resources. KPI coded under this category 
include the funding of local initiatives to improve health behaviours, and the coordination of 
interest groups. 

• Develop Personal Skills- This refers to activities which provide information and education to 
improve understandings of health and how health can be protected, improved and maintained. 
Examples of KPIs included under this category are the Active Families programme and the 
Healthy As! public education campaign. 

• Reorient Health Services - Work towards this strategy aims to develop a health system which 
pursues overall wellbeing, rather than just the eradication of illness. This requires a change in 
the focus of health professionals to view individuals in terms of their overall wellness. KPIs coded 
under this Action include workforce training undertaken by the CNS and Health Promoting 
Schools activities. 

3.2 Action Area performance 

Evidence relating to the performance of the five Action Areas is presented in turn, with brief 
overviews at the end of each section. 

3.2.1 Healthy Childhood  

Action Area 2012 goals, key strategies and KPIs 

The goals the NPA set itself to achieve by 2012 for this Action Area were: increased breastfeeding 
rates; reduced obesity at age 11; and all schools and early childhood centres meeting MoH/MoE 
nutrition and physical activity guidelines. Delivery against Healthy Childhood operational plans 
aligned with six strategies designed to improve nutrition and physical activity for children across the 
district. The strategies and the summarised KPIs aligned with them each year are presented in the 
following table. 
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Table 2: Healthy Childhood strategies and KPIs 

Strategy KPI output indicators 

S1 Ensure babies have the best start 

 KPI yr 1 First stage initiatives implemented 

KPI yr 2 Appoint district breastfeeding coordinator 

KPI yr 3 Breastfeeding coordinator deliverables plus strong links with PHS 

S2 Improve breastfeeding rates 

 KPI yr 1 Training undertaken and Baby Friendly Community Initiative Trial (BFCI) 
completed 

KPI yr 2 Evaluation of BFCI carried out 

KPI yr 3 - 

S3 Improve parent nutrition and activity knowledge 

 KPI yr 1 Initiatives scoped and  implemented 

KPI yr 2 Nurses receive training and ongoing support 

KPI yr 3 35 Nurses receive training /support  and CNS and TRST activity trailer linked  

S4 Better nutrition at schools and early childhood centres 

 KPI yr 1 Community Nutrition Fund (CNF) applications processed and trial 
coordination of schools/services interface undertaken and evaluated 

KPI yr 2 Appoint Schools & ECE coordinator, schedule four sub group meetings/year 
80% of schools implement Food and Beverage Classification System 
CNF applications processed and public education approach developed 

KPI yr 3 Schools showcase undertaken and incorporate in public education strategy 

S5  More active schools 

 KPI yr 1 Applications processed  

KPI yr 2 Applications processed and submitted to Council Annual Plans 

KPI yr 3 Submit to Council Annual Plans (four times), link to Health Promoting Schools 
framework and active transport evident in public education  strategy 

S6 Support overweight children to live healthy lives 

 KPI yr 1 Implement strategy 

KPI yr 2 District wide Active Families service implemented 

KPI yr 3 Active Families Marlborough deliverables and sustainable funding secured 

 

Action Area key partners 

The key partners NPA collaborated with in this Action Area were Primary Health Organisations 
(including the Community Nutrition Service); Maori providers; WellChild/Whanau Ora providers; 
Lead Maternity Carers; practice nurses; Tasman Regional Sports Trust; HEHA; the Heart Foundation; 
the Ministry of Education; the Public Health Service/Health Promotion; Councils; Schools and Early 
Childhood Education services; and GPs and school nurses. 

Action Area performance by strategy 

Evidence relating to activity and achievements against these strategies at the end of each financial 
year were analysed and scored against the collaboratively developed rubric as outlined in the 
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methods section. The resulting scores are presented in the following chart (Figure 5), and details of 
the scores can be found in Table 20 in Appendix C. 
 

 
 
Figure 5: Healthy Childhood Programme Delivery 

 
In the first year of work towards the Healthy Childhood Action Area much progress was made in 
terms of planning towards initiatives, which involved work with maternity and paediatric care 
workers. However, not a lot was reported regarding the implementation of these plans. Despite this, 
the success of the Active Families programme, and the execution of grants and engagement with 
schools to increase levels of physical activity meant these initiatives received high scores for meeting 
KPIs and implementation in 07/08. During the 08/09 financial year most initiatives received high 
scores for meeting KPIs, although KPIs were often achieved late in the financial year and methods 
employed to meet KPIs did not always allow for a high level of implementation to be achieved within 
the timeframe. 
 
In the 09/10 financial year there was a shift in the focus of activities in this Action Area towards 
ensuring the sustainability of programmes and practices that had been established over the past two 
years. This required a lot of engagement with PHOs and Public Health staff. However, for some 
initiatives this meant that attention was not focused on achieving the KPIs, and subsequently lower 
scores were awarded than had been in previous years. Over the three years some great 
achievements have been made through work in this Action Area. However, the progress towards the 
overarching aims of the initiatives has been quite inconsistent. 

Action Area performance 

Evidence relating to Action Area performance was rated each year against the collaboratively 
developed rubric. In addition to scores relating to KPIs (programme fidelity, adaptation and 
progress) the work of the Action Area as a whole was rated in terms of organisational development, 
the sustainability of initiatives and the degree of evaluation readiness evident in individuals and 
organisations. As seen in Figure 6 the Action Area indicators illustrate overall moderate scores with 
variability from year to year. Only the variable evaluation readiness increased in each subsequent 
year. 
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Figure 6: Healthy Childhood Programme Performance 

Tangible outputs of Action Area strategies 

The immediate impact of NPA across the district is most visible where there are tangible outputs. 
These outputs are the result of Action Area KPIs in the three financial years spanning July 2007 to 
June 2010 across the district, where quantifiable outputs have been available as a reliable indicator 
of the reach of NPA work. Many result exclusively from NPA contracts or funding; others (marked 
with an asterisk) represent work shared with other organisations or teams. KPIs for this Action Area 
are listed below, with Table 3 outlining the related nature, responsibility and health promotion 
principles. 
 
Tangible outputs 2007-2010 (* denotes worked shared with other organisations/teams) 

2007/8  

• 59 people working for medical and health centres in Nelson received training with the Baby 
Friendly Communities Initiative* 

• Three focussed evaluations undertaken of the Baby Friendly Communities Initiative, Baby Talk 
breastfeeding education sessions and Active Families 

• Two Marlborough Breastfeeding Support Network Meetings coordinated* 

• Two Peer Counselling Programme Administrators trained* 

• One Service Level Agreement signed with Public Health to employ a Schools and ECE Coordinator 
using HEHA funding and appointment made. 

• One workforce education session delivered by the CNS 

2008/9  

• 25 Plunket and child care staff attended a nutrition training session  

• 31 local school and ECE nutrition projects were supported with funding and other resources  
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• Three breastfeeding Peer Support administrators and five counsellors were recruited and 
trained  

• 80 ECE teachers attended a schools nutrition project showcase  

• Eight schools established edible gardens  

• 17 children completed the Active Families Programme  

2009/10  

• 15 counsellors were recruited and trained by the Mum4Mum Peer Counselling programme (six 
of whom were Maori). Through this programme, 129 women have been supported to breastfeed 
during challenging periods. 

• 39 parents participated in a ‘Babes and You’ nutrition education session. 

• As of December 2009, full or partial breastfeeding rates for the district were at 72% at six weeks, 
60% at three months and 26% at six months.* 

The characteristics of Action Area strategies 

The following table provides further information relating to the strategies listed in Table 2 for this 
Action Area. The predominant nature of KPIs each year is identified, as is the degree of responsibility 
the NPA team had for delivering against strategies and the health promotion principle to which the 
strategies most closely aligned.  

 
Table 3: Nature of KPIs, responsibilities and health promotion principles in Action Area 1  

 Year 1 Year 2 Year 3 Total 
Nature of KPIs  N % N % N % N % 
Collaboration 0 0% 3 27% 4 33% 46 31% 
Programme Delivery 5 63% 5 45% 5 42% 60 40% 
Programme Development 3 38% 1 9% 2 17% 33 22% 
Structural Development 0 0% 2 18% 1 8% 11 7% 
Responsibility N % N % N % N % 
Solo 0 0% 0 0% 0 0% 19 13% 
Led 2 33% 1 11% 3 25% 35 23% 
Equal 1 17% 2 22% 5 42% 49 33% 
Supporting 0 0% 1 11% 0 0% 15 10% 
Contract 3 50% 5 56% 4 33% 31 21% 
Health Promotion Principle N % N % N % N % 
Building Healthy Public Policy 0 0% 1 9% 1 8% 38 25% 
Creating Supportive Environments 0 0% 0 0% 0 0% 18 12% 
Strengthen Community Action 4 50% 2 18% 0 0% 42 28% 
Develop Personal Skills 1 13% 1 9% 4 33% 29 19% 
Reorient Health Services 3 38% 7 64% 7 58% 23 15% 
 
In the first year KPI strategies in Action Area One were dedicated to programme delivery (63%) and 
programme development (38%). However, in the second and third years there was greater variation 
in the nature of the KPIs in this area to encompass collaboration, programme delivery, programme 
development and structural development. However, programme delivery (42%) still made up the 
greatest proportion of strategies. 
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In the first two years of the programme around half the strategies in Action Area One were delivered 
through contractors. However, in the third year responsibility was assigned equally to NPA and its 
partners for the greatest proportion of strategies (42%), whilst 33% of strategies were assigned to 
contractors and 25% were led by NPA. 
 
Strengthening community action represented the greatest proportion of activity in the first year 
(50%), but in the second and third years, priority was placed on reorienting health services (58%) 
and no strategies aligned with strengthening community action. 

Summary of Healthy Childhood Action Area 

A large group of partners from a range of sectors, particularly education and health, were involved in 
this Action Area. Across the three years the Action Area scored quite highly in terms of meeting KPIs 
and implementation of strategies, although progress towards the overarching goals was variable. It 
was noted that in the final year a lot of activity was based around ensuring the sustainability of 
initiatives that had been established. Although performance against Action Area indicators was 
variable across the years, there was consistent improvement in evaluation readiness.  
 
KPIs showed a strong focus on programme delivery and across the years there was movement away 
from contracting responsibility for KPI towards sharing responsibility equally with partners. In the 
first year strategies aligned quite strongly with strengthening community action, but in the second 
and third year this focus moved towards reorienting health services. 
 
This Action Area has been the platform for a series of achievements over the three years of NPA. 
Achievements have included the growth of breastfeeding support services in Nelson Marlborough to 
the point where their coordination was able to be passed on to the PHO; professional development 
for nurses provided by the CNS; initiatives implemented throughout Nelson and Marlborough 
schools to improve nutrition and physical activity initiatives; and a successful trial and evaluation of 
Baby Friendly Community Initiative. Stakeholders involved with breastfeeding across the district 
have evidenced an ongoing commitment to the Nelson Marlborough Breastfeeding Action Plan 
(2008-2012)in spite of changes to HEHA funding and imperatives, and there is a strong focus on 
collaborative activity across the district, which is likely to help sustain the benefits of efforts 
undertaken to date. Work in this Action Area has not come up against any significant local barriers 
during the three years, but changes at national level policy for school nutrition reduced the mandate 
for NPA’s presence in that setting. 

3.2.2 Healthy Food Healthy Choices  

Action Area 2012 goals, key strategies and KPIs 

The Healthy Food Healthy Choices Action Area has worked towards increasing the number of 
children eating breakfast at home, increasing fruit and vegetable intake across all age groups and 
improving the attitudes and behaviour of the population towards healthy choices. They also aimed 
to increase the use of healthy cooking techniques by food retailers, along with the number of 
accredited healthy workplaces. Table 4 lists the Action Area strategies and associated KPIs. 
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Table 4: Healthy Food Healthy Choices strategies and KPIs 

Strategy KPI output indicators 

S1 More children eat breakfast at home 

 KPI yr 1 Strategies for 2008/09 developed 

KPI yr 2 Marketing campaign developed 

KPI yr 3 - 

S2 Increase fruit and vegetable intake 

 KPI yr 1 Relationship with food industry formed and public education campaign trialled 

KPI yr 2 Relationship with food industry formed and public education campaign trialled, 
two open orchards established, two community gardens supported, 1,000 
copies of a gardening  resource produced and distributed 

KPI yr 3 Relationship with food industry formed, promotion of F&V consumption in 
public education strategy, two open orchards established, two community 
gardens supported, initiatives linked to vegetable planting resource guide and 
30 gardening trainers trained. 

S3 Reduce fat/salt/sugar in food 

 KPI yr 1 Uptake of education re reductions by food providers 

KPI yr 2 Relationship with food industry formed, campaign trialled and attend FI working 
group meetings 

KPI yr 3 Relationship with food industry formed, food group project deliverables 
achieved, reduced fat/salt/sugar evident in public education strategy and 
attend FI working group meetings 

S4  Support locally produced healthy foods 

 KPI yr 1 Relationship with healthy food producers formed, public education campaign 
trialled 

KPI yr 2 Relationship with food industry formed, public education campaign trialled 

KPI yr 3 Relationship with food industry formed, supporting locally produced food 
evident in public education strategy  

S5  Making the healthy choice easy 

 KPI yr 1 Strategies for 2008/09 developed 

KPI yr 2 Engage in national and local initiatives and eight nutrition policies established 

KPI yr 3 Engage in national and local initiatives, ‘supporting locally retailers’ evident in 
public education  strategy and  eight nutrition policies developed 

S6 Improve workplace food 

 KPI yr 1 NMDHB policy implemented, commitment from two public sector organisations 

KPI yr 2 NMDHB policy implemented, commitment from two public sector organisations  

KPI yr 3 - 

S7 Develop local initiatives 

 KPI yr 1 Applications processed and approved 

KPI yr 2 Applications processed and approved 

KPI yr 3 - 

S8 Support Maori leadership   

 KPI yr 1 Support for roopu/ focus group secured, applications processed and approved 

KPI yr 2 Applications processed and approved 

KPI yr 3 - 
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Action Area key partners 

Key partners in this area included: The District Health Board; the food industry; supermarkets; NGOs; 
the Heart Foundation; Workplace Wellbeing Group; Maori health and social service providers; Maori 
Health Reference Group; the Councils; schools and ECEs; food service retailers and manufacturing 
and processing plants; Tasman Regional Sports Trust; external dieticians. 

Action Area performance by strategy 

The scores resulting from evidence relating to activity and achievements against these strategies at 
the end of each financial year are presented in the following chart ( 
Figure 7) and details of the scores can be found in Table 20  of Appendix C. 
 

 
 
Figure 7: Healthy Food Healthy Choices programme delivery 

 
The initiatives in Action Area two have undergone considerable change over the three years, in 
response to the identification of population needs, and the difficulties encountered in trying to 
influence organisational settings. After it was established that most children were already eating 
breakfast at home, this initiative was initially adopted as part of the public education strategy, and 
then was dropped in the 09/10 financial year. The processing of funding applications to support local 
initiatives was well coordinated through the first two years, but this was not the case for 
applications to support Maori leadership. However, there was a lot of activity in terms of developing 
Maori leadership programmes. Despite this progress, both these initiatives were dropped in the 
09/10 financial year. 
 
By contrast, once the Food Industry Liaison came on board a lot of work was done towards initiatives 
to increase fruit and vegetable intake and to reduce fat/salt/sugar in foods through the building of 
relationships with food producers and retailers. This is reflected in the high scores awarded for 
meeting KPI, degree of implementation and progress in the last two financial years. Work towards 
supporting locally produced healthy foods has involved a lot of collaboration with local farmers 
markets, and organisations involved in developing open orchards and community gardens. Work 
towards this initiative has maintained momentum over the three years, but there has been a shift in 
focus from targeting retailers to encouraging locally grown produce.  
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Work towards making the healthy choice the easy choice, and improving workplace food 
encountered difficulties in terms of affecting change in organisational settings. Both of these 
initiatives achieved moderately low scores across the years, with the initiative to improve workplace 
food being dropped in the final financial year. 
 
Decreasing scores for adaptation along with increasing scores for the other variables illustrate a 
work stream that was delivered with little need for positive redesign. 

Action Area performance 

Evidence relating to Action Area performance was rated each year against the collaboratively 
developed rubric. In addition to scores relating to KPIs (programme fidelity, adaptation and 
progress) the work of the Action Area as a whole was rated in terms of organisational development, 
the sustainability of initiatives and the degree of evaluation readiness evident in individuals and 
organisations. 
 
As demonstrated by Figure 8, this Action Area has had steady and consistent progress against all 
variables measured, scoring moderately in the first year and achieving some high scores by year two 
and three in relation to organisational development, sustainability and collaboration and 
partnership. 
 

 
 Figure 8: Healthy Food Healthy Choices programme development 

Tangible outputs of Action Area strategies 

The immediate impact of NPA across the district is most visible where there are tangible outputs. 
These outputs are the result of Action Area KPIs in the three financial years spanning July 2007 to 
June 2010 across the district, where quantifiable outputs have been available as a reliable indicator 
of the reach of NPA work. Many result exclusively from NPA contracts or funding; others (marked 
with an asterisk) represent work shared with other organisations or teams. KPIs for this Action Area 
are listed below in Table 5. 
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Tangible outputs 2007-2010 (* denotes worked shared with other organisations/teams) 

2007/08  

• Two NMDHB nutrition policies implemented, one of which was evaluated* 

• One Workplace Wellbeing Reference Group established 

• More than eight community groups established nutrition policies as a result of receiving an NPA 
nutrition grant 

• Community garden established at Victory Community Centre* 

2008/09  

• One community organisation nutrition policy* 

• One workplace nutrition policy*  

• Six local nutrition projects supported with NPA funding and other resources  

• Nine local nutrition projects to strengthen Maori leadership supported with NPA funding and 
other resources 

• 17 gardening trainers trained  

• 14 open orchards established*  

2009/10  

• Three raised gardens built within a community garden (100 people attended the opening 
ceremony).  

• 6,117 hits from October 2009 to January 2010 on the Open Orchards Google Map. 

• A fish product manufacturer had committed to reduce salt in their products by 1/3.* 

• 30 gardening trainers trained through the Home Garden mentoring initiative. 

• Three local nutrition initiatives were supported: EcoFest, Healthy Heart award re-launch, and 
development of nutrition guidelines for NGO’s in collaboration with the Heart Foundation. 

• Six plots opened in Marlborough Community Gardens for youth.* 

• 30 early childhood workers attended Healthy Heart Award re-launch* 

• 20 health professionals in attendance at the ‘Making Meals Matter’ seminar, chaired by NPA 
staff. 60 community members in attendance at the ‘Making Meals Matter’ community session. 

• Trolley Tips website launched, comprising over 120 recipes. 
 
The following table provides further information relating to the strategies listed in Table 4 for this 
Action Area. The predominant nature of KPIs each year is identified, as is the degree of responsibility 
the NPA team had for delivering against strategies and the health promotion principle to which the 
strategies most closely aligned.  
  



41 

 
Table 5: Nature of KPIs, responsibilities and health promotion principles in Action Area 2 

 Year 1 Year 2 Year 3 

Nature of KPIs  N % N % N % 

Collaboration 4 33% 8 53% 7 54% 

Programme Delivery 5 42% 5 33% 1 8% 

Programme Development 3 25% 1 7% 4 31% 

Structural Development 0 0% 1 7% 1 8% 

 Responsibility N % N % N % 

Solo 0 0% 0 0% 0 0% 

Led 4 44% 4 33% 4 40% 

Equal 2 22% 3 25% 5 50% 

Supporting 2 22% 4 33% 0 0% 

Contract 1 11% 1 8% 1 10% 

Health Promotion Principle N % N % N % 

Building Healthy Public Policy 3 25% 6 40% 7 54% 

Creating Supportive Environments 4 33% 4 27% 2 15% 

Strengthen Community Action 3 25% 2 13% 1 8% 

Develop Personal Skills 2 17% 3 20% 3 23% 

Reorient Health Services 0 0% 0 0% 0 0% 

 
The proportion of KPIs involving collaboration increased across the three years of the programme to 
make up 54% of KPIs by the final year. The proportion involving programme development remained 
reasonably stable, whilst the proportion involving programme delivery decreased from 42% in the 
first year to just 8% in the final year. 
 
The assignment of responsibility for the delivery of strategies varied across the three years. By the 
end of the three years of the programme NPA was taking equal responsibility for half of the 
strategies in this Action Area, whereas for the first two years it had only taken equal responsibility 
for about a quarter. Also, in the final year NPA did not play a supporting role for any strategies in this 
Action Area, whereas in the previous two years NPA had played a supporting role in 22% and 33% of 
strategies respectively.  
 
Strategies in this Action Area represent activity which works in accordance with four health 
promotion principles—building healthy public policy, creating supportive environments, 
strengthening community action and developing personal skills. Building healthy public policy has 
become a greater focus of this Action Area with 54% of strategies working towards this objective by 
the final year, whereas strengthening community action has accounted for increasingly smaller 
proportions of activity.  

Summary of Healthy Food Healthy Choices Action Area 

Goals for this Action Area generally aim to improve nutrition choices of the NMDHB population and 
as such, food producers and retailers are key partners. Quite a few changes have been made to the 
initiatives in this Action Area over the past three years in response to identification of communities’ 
needs and barriers encountered in working towards initiatives. 
 



42 

There has been a continuous increase in the scores awarded for progress, meeting KPIs and 
implementation for all Action Area indicators except adaptation. These increases have been 
supported by the appointment of the food industry liaison. The nature of KPIs has changed to 
increasingly focus on collaboration, and less on programme development. NPA has also decreased 
its role in terms of supporting strategies in this area, and now NPA shares equal responsibility with 
other parties for the outcomes of the majority of strategies. Over the years a greater proportion of 
strategies in this area have become aligned with building healthy public policy. 
 
Generally initiatives to improve workplace food and to develop nutrition policies for organisations 
were challenging and relatively unsuccessful. However, good funding systems for community 
initiatives were established, with additional effort required to support the funding for Maori 
initiatives. A particularly noteworthy success in this Action Area has been the generation of a strong 
relationship with food producers. Although this has not yet resulted in wide changes to the nutrition 
content of processed products reaching the consumer, the process has begun. The community 
gardens, open orchards and associated gardening initiatives linked to this Action Area have built on 
the current resurge of interest in gardening by providing opportunities to learn skills, grow and 
access produce. NPA has continued to raise the profile of these activities whilst reducing direct 
involvement.  The strengthening of the networks underpinning these activities has seen some 
quickly transition to strong self sustaining initiatives. 

3.2.3 Active Neighbourhoods and Active Lives 

Action Area 2012 goals, key strategies and KPIs 

By 2012 the Active Neighbourhoods and Active Lives Action Area aimed to see more people 
participating in physical activity. This included increased membership and participation in sports 
clubs, as well as increases in the number of people walking or cycling to work. The strategies and 
KPIs for this Action Area are indicated below in Table 6. 
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Table 6: Active Neighbourhoods Active Lives strategies and KPIs 

Strategy KPI output indicators 

S1 Create an activity-friendly environment 

 KPI yr 1 Active transport forum established and learning initiatives undertaken. 

KPI yr 2 Active transport forum established, learning initiatives undertaken, 
International Walking Charter signed and 3 submissions completed. 

KPI yr 3 Learning initiatives undertaken, 3 submissions completed, links to Healthy 
Communities framework – PHS include this objective in their annual plans. 

S2 Make the active choice the easy choice 

 KPI yr 1 Input into Council plans achieved. 

KPI yr 2 Input into Council plans (4), 2 centres reduce fees to target group/s. 

KPI yr 3 Input into Council plans (4), links to Healthy Communities framework to ensure 
sustainability – PHS include this objective in their annual plans, influence local 
authority management processes, exposure & utilization of FOUND database. 

S3  Support active workplaces 

 KPI yr 1 NMDHB travel planner appointed and initiatives implemented in workplaces. 

KPI yr 2 NMDHB travel planner appointed, activity diary trial evaluated and diary 
produced and 4 workplaces implement workplace programmes and policies. 

KPI yr 3 Review NMDHB progress on Walk 21 Charter and encourage DHB staff to walk 
and cycle. 

S4  Stay active through life 

 KPI yr 1 Strategies for 2008/09 developed. 

KPI yr 2 Support development and secure funding for Way2Go hubs. 

KPI yr 3 Secure funding for Way2Go hubs, develop links with Marlborough hubs, Older 
Adults Physical Activity Action plan developed and determine need for a 
coordinator for this work. 

S5 Develop local initiatives 

 KPI yr 1 Applications processed and approved. 

KPI yr 2 Applications processed and approved. 

KPI yr 3 - 

S6 Support Maori leadership   

 KPI yr 1 Applications processed and approved. 

KPI yr 2 Applications processed and approved. 

KPI yr 3 - 

Action Area key partners 

Key partners in this area included: Nelson City Council; Tasman District Council; Marlborough District 
Council; Land and Transport New Zealand; Transit; Marlborough Roads; the District Health Board; 
Active Transport enthusiast groups; Land Transport authorities; Tasman Regional Sports Trust; 
Sporting groups; Public Health Service; Marlborough Community Hubs Steering Group; Way2Go; the 
primary health organisations; Maori Health Reference Group; and Older Adults working group. 

Action Area performance by strategy 

The scores resulting from evidence relating to activity and achievements against these strategies at 
the end of each financial year are presented in the following chart (Figure 9), and details of the 
scores can be found in Table 21 of Appendix C. 
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Figure 9: Active Neighbourhoods Active Lives programme delivery 

 
The initiatives to create an activity-friendly environment and to make the active choice easy were 
very successful in achieving high scores for meeting KPIs in the first financial year, as work with 
district councils including the coordination of a visit by Rodney Tolley eventuated in changes to 
street planning which would improve street accessibility to active transport users. Learning 
initiatives and collaboration continued throughout the three years. However, efforts to get 
recreational facilities to lower their fees were based on the writing of submissions, and there was no 
change in this activity despite these efforts. Therefore in the last two financial years low 
implementation and adaptation scores were awarded for the initiative to make the active choice 
easy. 
 
As LTNZ decided not to fund the travel planner position at NMDHB, a workplace wellbeing group was 
instead established to work towards the initiative to support active workplaces. Activities were 
undertaken to support active transport to work, which generated good levels of participation from 
NMDHB staff. However, in 2009/2010 funding for the workplace wellbeing programme was cut and 
this led to severely limited activity to towards this initiative. 
 
Application processing systems were well established to support developing local initiatives, and 
coordinators worked with groups to secure additional funding. Similar activity was reported for the 
application system for the initiative to support Maori leadership. However, other than the 
development of the application systems, there was little reporting of other activities to work 
towards these initiatives and neither were included in the 2009/2010 operational plan.  

Action Area performance 

Evidence relating to Action Area performance was rated each year against the collaboratively 
developed rubric. In addition to scores relating to KPIs (programme fidelity, adaptation and 
progress) the work of the Action Area as a whole was rated in terms of organisational development, 
the sustainability of initiatives and the degree of evaluation readiness evident in individuals and 
organisations. 
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Figure 10: Active Neighbourhoods Active Lives programme organisation 

 
As seen in Figure 10 above, this Action Area is able to demonstrate consistently increasing scores 
against all variables except those directly relating to KPI delivery. Despite this evidence 
demonstrates delivery against each strategy of the Action Area even if the specific KPI have not been 
evidenced as successfully achieved. 

Tangible outputs of Action Area strategies 

The immediate impact of NPA across the district is most visible where there are tangible outputs. 
These outputs are the result of Action Area KPIs in the three financial years spanning July 2007 to 
June 2010 across the district, where quantifiable outputs have been available as a reliable indicator 
of the reach of NPA work. As shown in Table 7 (see p. 47), many result exclusively from NPA 
contracts or funding; others (marked with an asterisk) represent work shared with other 
organisations or teams. 
 
Tangible outputs 2007-2010 (* denotes worked shared with other organisations/teams) 

2007/08 

• One Active Transport Forum established 

• 150 people trialled the NMDHB Action Diary* 

• Seven submissions to promote active transport supported * 

• Assisted with two town planning projects to promote active transport* 

• Establishment of one walkers group supported* 

• Assisted one community group to appoint a travel planner* 

• 96 attendees including councillors and town planners attended the 3 education sessions 
presented by the Director of Walk 21 about potential active transport initiatives in the NMDHB 
region, which were facilitated by NPA* 

• One Annual Draft Action Plan developed by the Workplace Wellbeing Group 

• LTNZ agreed to subsidise a Travel Planner position at NMDHB by 75%* 

• One submission to promote physical activity supported 
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2008/09 

• Nine local council submissions were made supporting active transport infrastructure*  

• Seven submissions were made to local councils relating to increasing access to public amenities*  

• 12 community initiatives which increase PA were supported with NPA funding and other 
resources  

• Seven local PA projects to strengthen Maori leadership were supported with NPA funding and 
other resources  

• 1.25 million Hits on the FOUND website (directory of community groups and organisations 
across the top of the south).*  

• Three learning opportunities presented for the community, including a workshop by Rodney 
Tolley, Director of WALK21  

2009/10 

• Around a million hits on the FOUND website.* 

• Three local council submissions were made supporting active transport infrastructure.* 

• Three submissions were made to local councils relating to increasing access to public amenities.* 

• Two learning initiatives facilitated for the community to access, including a visit by Rodney 
Tolley, Director of WALK21. 

• Two applications to community organisations for funding of local activity programmes 
supported. 

• Four events to encourage active transport to work were supported. 150 people attended the 
‘Walk 2 Work’ promotion and 95 NMDHB staff participated in ‘Bike Wise’.* 

• 20 registrations received for the extended UpCycle programme run from Victory and House 44 
hubs.* 

• 22 participants from the Hubs across the district attended NetFit training course.* 
 
 
The following table provides further information relating to the strategies listed in Table 6 for this 
Action Area. The predominant nature of KPIs each year is identified, as is the degree of responsibility 
the NPA team had for delivering against strategies and the health promotion principle to which the 
strategies most closely aligned.  
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Table 7: Nature of KPIs, responsibilities and health promotion principles in Action Area 3 

 Year 1 Year 2 Year 3 

Nature of KPIs  N % N % N % 

Collaboration 1 13% 5 31% 8 62% 

Programme Delivery 4 50% 4 25% 2 15% 

Programme Development 1 13% 4 25% 3 23% 

Structural Development 2 25% 3 19% 0 0% 

 Responsibility N % N % N % 

Solo 0 0% 0 0% 0 0% 

Led 1 17% 2 18% 3 25% 

Equal 3 50% 7 64% 9 75% 

Supporting 1 17% 0 0% 0 0% 

Contract 1 17% 2 18% 0 0% 

Health Promotion Principle N % N % N % 

Building Healthy Public Policy 4 50% 6 38% 8 62% 

Creating Supportive Environments 2 25% 3 19% 1 8% 

Strengthen Community Action 2 25% 7 44% 4 31% 

Develop Personal Skills 0 0% 0 0% 0 0% 

Reorient Health Services 0 0% 0 0% 0 0% 

 
The proportion of KPIs in this Action Area involving collaboration and programme development have 
increased over the three years, whereas the proportion involving programme delivery and structural 
development has decreased. It is interesting that although structural development accounted for a 
quarter of activity in the first year of the programme, in the final year no KPIs were involved 
structural development. 
 
No strategies in this Action Area required NPA to take sole responsibility in any of the three years, 
and in the second and third year no strategies required NPA to play a supporting role. In all three 
years the majority of strategies assigned equal responsibility to NPA and another party and the 
proportion of strategies that NPA led remained quite stable across the programme’s duration.  
 
The Active Neighbourhoods and Active Lives Action Area represents activity across three health 
promotion principles. Building healthy public policy and strengthening community action have 
accounted for the greatest proportion of activity across the three years, whereas creating supportive 
environments has become less of a focus. 

Active Neighbourhoods and Active Lives Action Area Summary 

The overarching aim of this area was to have more people participating in physical activity. Although 
scores for progress towards achieving this goal increased over the three years, scores based on 
achieving KPIs and implementation decreased. This was partially due to the fact that no recreation 
facilities decreased their entry fees during the three years. Scores increased for all Action Area 
indicators over the three years, except for programme fidelity which relates to the achievement of 
KPIs, and adaptation.  
 
By the final year of the programme, the nature of KPIs focused increasingly on collaboration. Also, 
equal responsibility was shared between NPA and other parties for the majority of strategies and 
strategies increasingly tended to align with building healthy public policy. Work in this Action Area 
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has resulted in changes to town planning to promote the use of active transport in Nelson 
Marlborough, achieved through a series of learning initiatives carried out with councils and local 
organisations and the funding of local initiatives. However, lobbying for recreational facilities to 
lower their fees was continuously unsuccessful and the ‘travel planner’ position at NMDHB did not 
receive funding, which hampered efforts to encourage the use of active transport to work. 

3.2.4 Supporting Vulnerable People and Families 

Action Area 2012 goals, key strategies and KPIs 

The Supporting Vulnerable People and Families Action Area aimed to reduce inequalities in 
childhood obesity rates and fruit and vegetable intake between vulnerable and non-vulnerable 
populations. It also aimed to improve nutrition in residential homes and community houses. Table 8 
outlines this Action Area’s main strategies and yearly KPIs. 
Table 8: Supporting Vulnerable People and Families strategies and KPIs 

Strategy KPI output indicators  

S1 Ensure family activities are affordable 

 KPI yr 1 Input into Council plans achieved. 

KPI yr 2 2 centres reduce fees to target group/s. 

KPI yr 3 Influence local authority management processes. 

S2 Improve parent nutrition and activity knowledge 

 KPI yr 1 Initiatives scoped and implemented. 

KPI yr 2 4 training opportunities. 

KPI yr 3 - 

S3 Build community leadership 

 KPI yr 1 Leadership initiatives developed. 

KPI yr 2 2 leadership training sessions in high needs communities plus 2 Maori 
community projects. 

KPI yr 3 Capacity building in high needs communities - 2 governance training 
opportunities, deliver re Maori Community Action Plan and 1 evaluation 
training course/ 20 people trained. 

S4  Improve food security for families in need 

 KPI yr 1 Strategies developed and implementation commenced. 

KPI yr 2 Strategies developed and implemented and 4 train the trainer sessions 
reaching 3 organisations/ 10 people per organisation. 

KPI yr 3 Strategies developed and implementation commenced, 500 people attend 
train the trainer sessions reaching 3 organisations and link to Get Cooking 
evident in public education strategy. 

S5 Improve food in residential homes and community houses 

 KPI yr 1 Staff up skilled 

KPI yr 2 All practise nurses and primary health care nurses can access relevant 
nutrition training opportunities.   

KPI yr 3 - 

S6 Develop local initiatives 

 KPI yr 1 Applications processed and approved. 

KPI yr 2 Applications processed and approved. 

KPI yr 3 Guidelines for Catalyst Fund developed, all funds distributed. Generate 
$100,000 of funding for NPA activity. 
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Action Area key partners 

Key partners in this Action Area included the councils; the DHB; Victory  Community Health; 
Welcome Mat; Riversdale Community House; Marlborough Community Hubs; Way2Go; School of 
Population Health; Public Health Service; Maori Directorate; Maori Health providers; Work and 
Income; the PHOs; Salvation Army; local community organisations (e.g. House 44); and marae. 

Action Area performance by strategy 

The scores resulting from evidence relating to activity and achievements against these strategies at 
the end of each financial are presented in the following chart (see Figure 11), and details of the 
scores can be found in Table 22 of Appendix C. 
 

 
Figure 11: Supporting Vulnerable People and Families programme delivery 

 
Much of the work towards the initiatives to ensure family activities are affordable, build community 
leadership, improve security for families in need and to improve food in residential homes and 
community houses began without a firm strategy, which meant that it was unclear who should have 
been delivering activities and how they would be delivered. However, there was great improvement 
in the 2008/2009 financial year, as there was a high level of community buy-in to all of these 
initiatives as they began to put their strategies into action. 
 
Scores for the initiative to ensure family activities are affordable remained moderately low across 
the three years, as no recreational centres reduced their fees and activity continued to target mainly 
aquatic centres despite the lack of progress with these organisations. The initiative to improve 
parent nutrition activity and knowledge did not achieve high scores in the first two years due to very 
little action in terms of the KPI to train Well Child workers, although training of other health workers 
had been undertaken. This initiative was not included in the 2009/2010 operational plan. 
 
Initiatives to build community leadership and improve food security for families in need were the 
focus of a lot of action in the last two years. In particular the Get Cooking programme was very 
popular and successful, reaching a wide range and a greater number of organisations then planned. 
The objective to develop local initiatives also received high scores throughout the three years, as all 
funding was allocated and work on this objective helped to generate funding partnerships between 
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community organisations which would hopefully be sustainable. Spending of this fund was frozen in 
January 2010. 
 

 
Figure 12: Supporting Vulnerable People and Families programme organisation 

 
As seen in Figure 12 this Action Area shows improvements across the three years of programme 
delivery, particularly in the third year and particularly in terms of programme fidelity and progress. 
Higher scores are evidenced in subsequent years for all variables except collaboration and 
partnership, which reduced a little in year two. Adaptation has fluctuated a little but the positive 
adaptation to delivery plans has remained very low.  

Tangible outputs of Action Area strategies 

The immediate impact of NPA across the district is most visible where there are tangible outputs. 
These outputs are the result of Action Area KPIs in the three financial years spanning July 2007 to 
June 2010 across the district, where quantifiable outputs have been available as a reliable indicator 
of the reach of NPA work. Many result exclusively from NPA contracts or funding; others (marked 
with an asterisk) represent work shared with other organisations or teams. 
 
Tangible outputs 2007-2010 (* denotes worked shared with other organisations/teams) 
 
2007/08 

• One Vulnerable Peoples Action Group established 

• One submission to reduce entry fees at recreation centres submitted 

• Worked with one community organisation to secure funding for community gardens* 

2008/09 

• Four leadership training sessions were delivered within community organisations* 

• Four Get Cooking train the trainer sessions were delivered to staff representing five different 
organisations  
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• 11 community led initiatives were supported with NPA funding and other resources  

• Three Catalyst fund grants ($1500-6000) were made for kids edible gardens and walk cycling 
initiatives  

• 53 people were trained to deliver Get Cooking  

2009/10 

• Seven community led initiatives were supported with NPA funding and other resources, 
including 2 aimed specifically for Maori.* 

• Eight organisations involved in Get Cooking, train the trainer sessions.* 

• Three Catalyst fund grants allocated (ranging from $5,000-20,000) awarded to House 44 and 
Ngati Rarua and the New Zealand Nutrition Foundation Older Adults seminar. 

• Links formed with two Food Banks to support collation of data across the district* 

Nature of KPIs, responsibilities and health promotion principles 

The following table provides further information relating to the strategies listed in Table 2 for this 
Action Area. The predominant nature of KPIs each year is identified, as is the degree of responsibility 
the NPA team had for delivering against strategies and the health promotion principle to which the 
strategies most closely aligned.  
 
Table 9: Nature of KPIs, responsibilities and health promotion principles in Action Area 4 

 Year 1 Year 2 Year 3 

Nature of KPIs  N % N % N % 

Collaboration 1 17% 1 11% 1 13% 

Programme Delivery 2 33% 6 67% 5 63% 

Programme Development 3 50% 2 22% 2 25% 

Structural Development 0 0% 0 0% 0 0% 

 Responsibility N % N % N % 

Solo 0 0% 0 0% 0 0% 

Led 3 60% 2 25% 2 33% 

Equal 1 20% 4 50% 3 50% 

Supporting 0 0% 0 0% 0 0% 

Contract 1 20% 2 25% 1 17% 

Health Promotion Principle N % N % N % 

Building Healthy Public Policy 1 17% 0 0% 1 13% 

Creating Supportive Environments 1 17% 1 11% 0 0% 

Strengthen Community Action 2 33% 5 56% 6 75% 

Develop Personal Skills 1 17% 2 22% 1 13% 

Reorient Health Services 1 17% 1 11% 0 0% 

 
Table 9 outlines the number of KPIs and the proportion of achievement for this Action Area. The 
proportion of KPI that involved programme delivery increased after the first year; making up more 
than 60% of activity in the final two years. Subsequently, the proportion of KPI working towards 
programme development and collaboration decreased across the duration of the programme, 
although programme development still accounted for around a quarter of KPIs in the final year. In no 
year did the outlined KPI work towards structural development. 
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NPA did not take sole responsibility of any strategies in this Action Area, and in the final two years 
NPA shared equal responsibility with partners for half the strategies. The proportion of strategies 
that NPA led decreased across the three years from 60% in the first year to around 30% in the 
following two years. The proportion of strategies that were subject to contracts with other 
organisations remained reasonably stable throughout the three years.  
 
In the first year the proportion of strategies aligned with each of the health promotion principles 
was quite evenly spread, whereas by the final year strengthening community action accounted for 
75% of activity in this Action Area, with building healthy public policy and developing personal skills 
making up the remaining 25%. 

Supporting Vulnerable People and Families Action Area Summary 

A large proportion of the key partners involved in this Action Area were made up of local community 
organisations, as well as larger district and national level authorities. Scores for progress, meeting 
KPI and implementation increased over the three years. Achievement in terms of the Action Area 
indicators was variable, except that indicators related to KPI achievement increased over time. This 
was likely due to the fact that work in this area began without a strong strategic foundation, and 
only in the third year did programmes such as Get Cooking really begin to achieve their potential. 
Most strategies involved collaboration, although initially there was a focus on programme 
development. Over the three years there has been a move away from NPA leading most strategies, 
towards NPA becoming equal partners in terms of responsibility for strategies. Work in this area 
strongly aligns with the health promotion principle strengthening community action. 
 
In the first year of the programme, low achievement of KPIs reflected the challenges of coordinating 
work in this Action Area. Several initiatives remained largely unachieved including the lowering of 
fees at recreational facilities, the training of Well Child workers, and the improvement of food in 
residential homes and community houses. However, the Get Cooking programme has been a great 
success for this Action Area, particularly in the last two years of NPA with large numbers of 
individuals and organisations becoming involved including members of the health workforce.   

3.2.5 Reducing Chronic Conditions 

Action Area 2012 goals, key strategies and KPIs 

The Reducing Chronic conditions Action Area aimed to increase the proportion of at-risk people who 
receive self-management education and to increase the number of people completing healthy 
lifestyle programmes by 2012. Table 10 below outlines the strategies and KPIs for Reducing Chronic 
Conditions. 
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Table 10: Reducing Chronic Conditions strategies and KPIs 

Strategy KPI output indicators 

S1 Increase workforce knowledge 

 KPI yr 1 Strategies for 2008/09 developed.   

KPI yr 2 All practice nurses and primary health care nurses have access to relevant 
nutrition training opportunities.   

KPI yr 3 Community Nutrition Service contract deliverables plus develop business case 
for ongoing funding. 

S2 Increase knowledge and encourage self management 

 KPI yr 1 Community Nutrition Service operational. 

KPI yr 2 Community Nutrition Service operational and advocate for NPA programmes 
for 80+ age group for people living independently 

KPI yr 3 Community Nutrition Service contract deliverables plus develop business case 
for ongoing funding. 

S3  Support healthy lifestyle programmes 

 KPI yr 1 Strategies for 2008/09 developed and further uptake achieved. 

KPI yr 2 Programme expansion- hub established in Seddon, community initiative fund 
applications processed and approved and 2 programmes reviewed with 
Planning & Funding (P&F). 

KPI yr 3 Way2Go: Steering Group and coordinator meetings and quarterly reports 
coordinated, expansion in three inner-city locations, monitoring system 
established, lifestyle focus incorporated and annual development conference 
delivered. The Community Programme delivered in 3 new communities with 
10 volunteers trained and 100 participants enrolled. 
Marlborough Community Hubs: 6 hubs and 4 community programmes 
established alongside supporting infrastructure including coordinator training, 
marketing, referral pathways, link with Way2Go, evaluation, monitoring and 
reporting requirements, wider lifestyle focus incorporated and sustainable 
funding secured. 
Review of Kaitakawaenga programme completed with input from Maori 
health providers, five discussion items presented to the Maori Health 
Reference Group and increased engagement with P&F. 

Action Area key partners 

Key partners in this area included the DHB; PHOs; Tasman Regional Sports Trust; SPARC; Maata 
Waka; Way2Go; Marlborough Community Hubs and local councils. 

Action Area performance by strategy 

The scores resulting from evidence relating to activity and achievements against these strategies at 
the end of each financial are presented below in Figure 13, and details of the scores can be found in 
Table 23 of Appendix C. 
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Figure 13: Reducing Chronic Conditions programme delivery 

 
Work towards the Reducing Chronic Conditions Action Area initiatives has improved each year in 
terms of progress towards overarching goals and improving the reach and responsiveness of 
activities in the community. In terms of increasing workforce knowledge, this improvement has 
mainly been due to the work of the CNS and provision of formal nutrition training sessions for 
community members and health professionals. Many of these sessions were in response to requests 
and at times informal sessions were held, leading to moderate adaptation scores for this initiative. 
At the end of the 2009/2010 year an evaluation of the service had been completed and the 
development of a business case to attain funding for the service after December 2010 was in 
progress. NPA subsequently extended funding until 2012. 
 
In terms of the objective to improve knowledge and self management, the work of the CNS enabled 
the attainment of some of the KPIs in this area. However, until 2009/2010 little of this was focused 
on older adults who were living independently. The MEND service was introduced in 2008/2009, and 
collaboration between CNS and MEND was evident. By the end of 2009/2010 the CNS was providing 
a large number of individual consultations and this earned a high degree of implementation score 
for this initiative. 
 
There were a large number of KPIs outlined for the initiative to support healthy lifestyle 
programmes, as the Way2Go strategy was adopted to provide direction for this initiative. However, 
aims to increase the number of community hubs in Marlborough were not realised until 2009/2010 
which meant that scores were lower for this initiative than they were for other objectives in this 
Action Area. The Kaitakawaenga programme also made a lot of progress in the last year in terms of 
providing nutrition and physical activity programmes from a Maori perspective.  

Action Area performance 

Evidence relating to Action Area performance was rated each year against the collaboratively 
developed rubric. In addition to scores relating to KPIs (programme fidelity, adaptation and 
progress) the work of the Action Area as a whole was rated in terms of organisational development, 
the sustainability of initiatives and the degree of evaluation readiness evident in individuals and 
organisations. 
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Figure 14: Reducing Chronic Conditions programme organisation 

 
As can be seen in Figure 14, this Action Area has demonstrated incremental increases each year for 
most variables, scoring moderately across most variables with programme fidelity and progress 
scoring relatively highly, despite the former score dipping slightly in year three. 

Tangible outputs of Action Area strategies 

The immediate impact of NPA across the district is most visible where there are tangible outputs. 
These outputs are the result of Action Area KPIs in the three financial years spanning July 2007 to 
June 2010 across the district, where quantifiable outputs have been available as a reliable indicator 
of the reach of NPA work. Many result exclusively from NPA contracts or funding; others (marked 
with an asterisk) represent work shared with other organisations or teams. 
 
Tangible outputs 2007-2010 (* denotes worked shared with other organisations/teams) 

2007/08 

• Established agreements with two PHOs to provide a community nutrition service for the NMDHB 
region* 

• Two dieticians completed planning and consultation processes for the establishment of the 
community nutrition service 

• One contract established with Tasman Regional Sports Trust to pilot a community programme 
aimed at physically inactive people* 

• One presentation from Way2Go to SPARC to secure three years of  Active Communities funding* 

• One strategy developed to support the further uptake of healthy lifestyle programmes 

• One contract with finalised with Massey University to link NMDHB into a national study of Maori 
individual and whanau health status* 

• Written support secured from the Iwi Health Board for the undertaking of the 2008 NPA 
Baseline survey* 

• Two new Hubs established* 
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• $210,000 of funding from SPARC was secured for the Way2Go Hubs over the next 3 years* 
 

2008/09 

• NBPHO CNS: Nelson and Marlborough DHB Health Quality and Innovation Award winner  

• Four new Way2Go community programmes were supported with NPA funding and other 
resources  

• One Way2Go conference was held with 25 participants*  

• One Community organisation was assisted to become established as a community hub in Seddon 
with NPA funding and other resources  

• 28+ health professional nutrition training opportunities with over 263 participants  

• 73 nutrition group education sessions with over 1388 participants  

• 483 individual nutrition consultations  

• 119 individuals registered with the Kaitakawaenga programme  

• Hundreds have participated in Marlborough on the Move programmes: 51 families and 469 
individuals have completed different ten week programmes, four schools (192 primary school 
children) completed week long activity programmes, and there were 575 attendances by 
workmates at fun activity sessions. In addition 1058 children were surveyed about their wish to 
engage in formal physical activity with help provided as needed.  

2009/2010 

• Seven workforce development nutrition sessions attended by 121 people. 

• 141 individual consultations (new clients and follow-ups) in Marlborough by CNS. 

• 354 individual consultations (new clients and follow-ups) in Nelson by CNS. 

• 282 attendees at group education nutrition sessions, 16+ sessions provided by the CNS. 

• Four Way2Go volunteers trained.* 

• Four new community hubs established in Marlborough in Picton, Renwick, Havelock and 
Riversdale, with confirmed new/renewed financial support from community organisations.* 

• Six new Way2Go programmes, with 231 enrollees.* 

• Three hub coordinators and two local volunteers attended a NetFit community coaching 
course.* 

• 4000 attendances at Way2Go hubs recorded in June.* 

• One Physical Activity Survey undertaken by Picton, Renwick, Havelock and Riversdale Hubs* 

• One new Maataawaka Kaitakawaenga appointed. 

• One Open Day held at Maataawaka held to launch new Kaitakawaenga programme into the 
community 

• 41 whanau registered on the Kaitakawaenga programme as at April 2010. 
 

Nature of KPIs, responsibilities and health promotion principles 

The following table provides further information relating to the strategies listed in Table 10 for this 
Action Area. The predominant nature of KPIs each year is identified, as is the degree of responsibility 
the NPA team had for delivering against strategies and the health promotion principle to which the 
strategies most closely aligned.  
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Table 11: Nature of KPIs, responsibilities and health promotion principles in Action Area 5 

 Year 1 Year 2 Year 3 

Nature of KPIs  N % N % N % 

Collaboration 0 0% 1 11% 2 29% 

Programme Delivery 1 33% 5 56% 5 71% 

Programme Development 2 67% 2 22% 0 0% 

Structural Development 0 0% 1 11% 0 0% 

 Responsibility N % N % N % 

Solo 0 0% 0 0% 0 0% 

Led 0 0% 1 14% 3 43% 

Equal 1 33% 3 43% 0 0% 

Supporting 0 0% 0 0% 0 0% 

Contract 2 67% 3 43% 4 57% 

Health Promotion Principle N % N % N % 

Building Healthy Public Policy 0 0% 0 0% 0 0% 

Creating Supportive Environments 0 0% 0 0% 0 0% 

Strengthen Community Action 0 0% 2 22% 2 29% 

Develop Personal Skills 2 67% 6 67% 3 43% 

Reorient Health Services 1 33% 1 11% 2 29% 

 
In the first year of the programme 67% of activity in this Action Area involved programme 
development, with programme delivery making up the remaining 33%. However, by the final year of 
the programme no KPIs outlined strategies for programme development and instead the large 
majority of activity (71%) was focussed on programme delivery. Activity in this Action Area over the 
three years increasingly involved collaboration, and 29% of KPIs in the final year involved 
collaborative activity.  
 
At no time did NPA take on sole responsibility for any strategies in this Action Area, or play a 
supporting role in strategies. The proportion of strategies that NPA led increased throughout the 
years to make up 43% of strategies in the final year. In all years responsibility for greatest proportion 
of strategies was contracted out to other agencies. 
 
The health promotion principle of developing personal skills accounts for the greatest proportion of 
activity in this Action Area across all three years. However, the proportion of activity focussed on this 
principle decreased from 67% in the first two years, to 43% in the final year, meaning that more 
attention was given to strengthening community action (29%) and reorienting health services (29%).  

Reducing Chronic Conditions Action Area Summary 

The goal of this Action Area is to increase the uptake of self management education and healthy 
lifestyle programmes by at-risk population groups. Over the three years, scores for progress and 
implementation have increased, but scores for meeting KPIs have varied. As a consequence, the 
Action Area indicators programme fidelity and adaptation have scored variably, but all other Action 
Area indicator scores have increased over the years.  
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There has been a change in the nature of KPIs from focussing on programme development to 
programme delivery, but through all years responsibility for strategies has been mainly been 
contracted out to other agencies. Most strategies in the Action Area have aligned with the health 
promotion principle developing personal skills. 
 
This Action Area represents a significant proportion of NPA’s resource as it includes CNS and a 
number of healthy lifestyle programmes. CNS and Way2Go have been the cornerstones of 
achievement in this Action Area. The CNS has been increasing nutrition and self management 
knowledge among people with chronic conditions and within the health workforce since 2007 and is 
now an integral component of primary care. Way2Go has continued to expand (although the 
Community Programme did not eventuate as planned) and the hub network provides a robust 
infrastructure to deliver wider wellness messages and programmes. Achieving effective engagement 
with Maori communities has been a challenge in terms of work in this Action Area, but the review of 
the Kaitakawaenga contract was particularly successful, with the programme now requiring a 
waiting list. 
 

3.2.6 Action Area comparisons 

Collaboration and Partnerships 

The Action Areas engage with a variety of partners in different ways to deliver against Action Area 
strategies. In the Healthy Childhood and Chronic Conditions Action Area the district’s two PHOs are 
prominent and contractual arrangements feature heavily. The food industry has a key role in the 
Health Food Health Choices Action Area, alongside the Heart Foundation, but most work in this 
Action Area is led or delivered solely by NPA. The three local councils are particularly significant in 
the Healthy Neighbourhoods Action Area, which along with the Supporting Vulnerable People Action 
Area, requires collaborative enterprise to meet objectives. Local councils and WINZ were key players 
in the Supporting Vulnerable People Action Area, albeit in a reduced role as much of this work was 
with smaller community groups. 
 
The DHB in the form of the Health Promotion team was active across all five Action Areas as were 
Maori Health providers and the TRST in various forms. While key partners and trends can be 
identified between Action Areas the overall picture is one of intersectoral integration with many 
partners engaged delivering against the strategies of multiple Action Areas, either directly or 
indirectly. 

Delivery against NPA strategies 

The number of strategies dropped across the programme in the third year from a total of 29 to 20, 
with five of those dropped as a result of the withdrawal of small grant processes around local and 
Maori initiatives. Other strategies were also dropped as the programme focussed on priority areas 
and did not specifically address breastfeeding rates, eating breakfast at home, workplace or 
residential facility food polices and practice after the first two years of operation. 
 
There is notable variation across the Action Areas in terms of how responsibility is assigned for 
strategies. The Healthy Childhood and Reducing Chronic Conditions are the only areas in which the 
majority of strategies are contracted out to other organisations. Across all Action Areas, more 
strategies required NPA to take on sole responsibility or leadership of an initiative than taking on a 
supporting role. However, in the Active Neighbourhoods and Active Lives and Vulnerable People and 
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Families Action Areas (number three and four), the largest proportion of strategies required that 
NPA take on equal responsibility for initiatives. 

Organisational variables 

Healthy Food/Healthy Choices consistently increased its score across all variables each year (not 
counting adaptation, an indicator of positive change which may or may not be required, a score that 
decreased), suggesting it has consistently improved, delivered against strategies and developed 
strategically over the three year period. While this is laudable, it is only minor variations on the other 
Action Areas’ scores on a small number of variables that prevent this pattern being repeated. 
Healthy Childhood appears to have the most inconsistent pattern of scoring with only evaluation 
readiness consistently improving in each consecutive year. 

Alignment with Health Promotion strategies 

There was considerable variation in terms of the alignment of strategies with health promotion 
principles across Action Areas. The majority of the Healthy Childhood Action Area’s strategies 
focussed on the Reorientation of Health Services, but this was not a focal point, or major focus of 
any of the other Action Areas. Building Healthy Public Policy made up a large proportion of the 
strategies in Action Areas two and three. Although Strengthening Community Action was only a large 
focus of strategies in Supporting Vulnerable People and Families, overall this type of activity 
characterised the greatest proportion of strategies.  

3.2.7 Summary of Action Area performance 

Delivery of NPA was spread across five work streams or Action Areas, and although each action area 
had its own set of KPIs, work in each of the areas often overlapped. The Action Area has 
continuously improved in measures of programme delivery or programme development, but 
interestingly none show continuous improvement across the three years on both sets of variables. 
Although some action areas have moved away from programme delivery towards more partnership-
based KPIs, Healthy Childhood and Reducing Chronic Conditions increased NPA’s role in programme 
delivery in the descriptions of their KPIs.  
 
Each Action Area has made notable achievements, such as the coordination of breastfeeding 
services achieved under Healthy Childhood, the strong relationship built between food producers 
and NPA  through work in Healthy Foods Healthy Choices, changes to town planning resulting from 
lobbying under Active Neighbourhoods Active Lives, the growth of Get Cooking under Supporting 
Vulnerable Families and the development of the CNS and Way2Go programmes which primarily 
resulted from strategies for Reducing Chronic Conditions.  
 
A range of partners have been involved in each action area’s work including councils, PHOs, Maori 
health providers and the TRST at a local level. There has also been engagement with national level 
organisations such as food producers and the National Heart Foundation. However, initially all action 
areas struggled to effectively engage with Maori communities.  
 
The majority of Healthy Childhood’s strategies focussed on the Reorientation of Health Services, but 
this was not a major focus of any of the other action areas. Building Healthy Public Policy made up a 
large proportion of the strategies in Healthy Food Healthy Choices and Active Neighbourhoods 
Active Lives. Although Strengthening Community Action was only a large focus of strategies in 
Supporting Vulnerable People and Families, overall this type of activity characterised the greatest 
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proportion of strategies. Over the three years the number of strategies across the programme 
decreased from 29 to 20, reflected the decision to narrow the focus of the work of each action area.  
 

3.3 NPA annual programme performance  

The variables measured to illustrate the performance of individual Action Areas have been re-
analysed by the three operational years of the NPA programme to present an overview of NPA wide 
programme performance in terms of delivery and development over the period July 2007 to June 
2010.  

3.3.1 Programme delivery 

Programme delivery variables encompass scores for progress, meeting KPIs, implementation and 
adaptation awarded to the programme as a whole in each of the three operational years. A more 
descriptive definition of programme delivery variables can be found at the start of this section.   
 
Activity relating to performance against KPIs across the three years is presented in Figure 15; details 
of the measures are presented in Table 24 in Appendix D. 
  

 
Figure 15: NPA programme performance 

 
Progress against strategies has increased moderately each year, indicating the programme has 
become more effective at delivering against its operational plans as the programme has progressed. 
This corresponds with the small increases in implementation. Implementation measures the degree 
to which the activities have actually reached the target audience in the operational year, the 
moderate mean scores illustrate a degree of improvement with each progressive year.   
 
Overall the scores for meeting KPIs are moderately high and relatively stable over the three years of 
the programme. Adaptation reflects affirmative action taken as a reaction to difficulties or a setback 
experienced and is therefore not a negative indicator of performance but an indicator of required 
circumstantial change. There is an overall low level of adaptation indicated which alongside the 
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moderately high scores for meeting KPIs indicated that that initiatives progressed as intended and 
overall there was little need to redefine activities against and delivery. 

3.3.2 Programme development 

Activity relating to performance against wider programme development over the three years is 
presented in Table 25 in Appendix D and provides the details of the measures illustrated in the 
following chart (see Figure 16). Measurement of these variables demonstrates that overall the 
programme improved its performance year on year at a steady to impressive rate. 
 

 
Figure 16: NPA programme organisation 

 
The rate of programme fidelity (a composite score of meeting KPIs and degree of implementation) 
has remained relatively stable with years two and three scoring slightly higher than year one. This 
suggests that the visible and ostensible work of programme delivery has been moderately successful 
against operation plans throughout the three years. The low but stable level of implementation 
illustrates relatively little action taken to positively change the operational plan to meet wider 
strategies on an operational basis. The little positive action taken can be understood as little action 
needed when the relative success of delivery is evident from the programme fidelity scores. 
 
The incremental progression of other organisational variables which was emerging in most Action 
Areas is seen as a strong pattern improvement when considered across the programme overall. The 
two variables making the most progress over the three year period are organisational development 
and evaluation readiness. 

3.3.3 The nature and purpose of programme delivery 

The varied actions outlined under strategy detail for each of the operational years (Table 2,Table 4, 
Table 6, Table 8, and Table 10) reveals a diverse range of activities promoting analysis of operational 
activity against other variables which aim to capture the nature and strategic intent of that work. 

0.00

1.00

2.00

3.00

4.00

5.00

6.00

7.00

8.00

9.00

10.00

NPA programme organisation

2007/2008

2008/2009

2009/2010



62 

The type of KPI was considered, the direct responsibility of the NPA team to deliver against the 
strategy and the alignment of activity against the five strategies of health promotion identified by 
the Ottawa Charter (WHO, 1986), were the three variables that were considered. These have been 
presented by Action Area and here are aggregated across the three years of the programme and for 
the programme as whole. Rating against all the defined categories was initially completed by the 
evaluation team then validated by the NPA team. The activity associated with each of these may not 
discreetly fall into a single category, but for the purpose of analysis the most dominant category was 
identified. 

3.3.4 The different nature of KPIs 

This data is aggregated from the individual KPI for each Action Area across the three years. The 
classifications distribution across Action Areas is presented in Error! Reference source not found., 
Appendix D. 
 

 
Figure 17: Nature of KPIs across three years 

 
As demonstrated by Figure 17, the number and proportion of KPIs involving collaboration has 
continually increased throughout the three years of the programme. Comparatively, the proportion 
of KPIs relating to programme delivery have gradually reduced, representing a workload that has 
become increasingly complex. KPIs relating to programme development and structural development 
have fluctuated during the three years. KPIs relating to structural development made up the smallest 
proportion of KPIs in each of the three years; these are the most difficult and long term type of KPIs 
to achieve. Only 40% of the programme’s activity was focussed directly on programme delivery.  

3.3.5 Responsibility for service delivery 

Data is aggregated from the individual KPIs for each Action Area across the three years, as seen in 
Figure 18. The classifications distribution across Action Areas is presented in 
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Table 27, Appendix D. 
 

 
Figure 18: Responsibility for Strategies across 3 years 

 

 
Overall NPA has worked as an equal partner to deliver a third of its KPIs, led activity in almost a 
quarter and contracted responsibility for delivery of one in five KPIs. The proportion of KPIs which 
required NPA to take on equal responsibility within a group of partners increased over the three 
years, as did those that involved NPA leading initiatives. In contrast the proportion of KPIs which 
required NPA take sole responsibility for delivery decreased. The proportion of strategies which 
entailed NPA playing a supporting role, or contracting another group to provide the service 
remained relatively stable across the three years. 

3.3.6 Alignment with health promotion strategies  

Figure 19 shows the aggregated data from the individual KPI for each Action Area across the three 
years. The classifications distribution across Action Areas is presented in Table 28, Appendix D. 
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Figure 19: Alignment of Strategies with Health Promotion Principles across the 3 years 

 
Overall KPI activity represents activity across the five categories of healthy promotion principles and 
there is activity across all five every year, although not equally. The strategy to Strengthen 
Community Action accounted for the most activity each year and overall (28%), closely followed by 
Build Healthy Public Policy (25%). Create Supportive Environments accounted for the least activity 
overall (12%). 
 
In the first two years of the NPA programme, the majority of KPIs aligned with the objective to 
Strengthen Community Action. However, in the final year of the programme the focus of the 
strategies switched to Building Healthy Public Policy. Across the years the proportion of strategies 
which aligned with the Development of Personal Skills and the Reorientation of Health Services 
remained quite stable. A reduction in the proportion of strategies focussing on Creating Supportive 
environments was seen across the three years.  

3.3.7 Relationship between success at strategy and Action Area levels 

Further analysis was undertaken to explore the relationship between success at delivering against 
strategies at each Action Area level and the progress, or development of that Action Area. The 
analytical methods used are outlined in the methodology section. Significant results from this 
analysis are presented the following tables. Interpretations of the strength of the Pearson’s 
correlations has used Cohen’s cut-offs of weak (0.1-0.29), moderate (0.3-0.49) and strong (0.5+) 
(Cohen, 1988). 
 
Table 12 shows that strategy level progress was strongly positively related to the meeting of KPIs 
and the degree of implementation at strategy level (0.76). Where KPIs were being met and the 
degree of implementation was high, there was a strong likelihood that progress would be high. As 
shown by Table 12 and Table 14 strategy level progress was also moderately positively correlated 
with health promotion strategies focused on strengthening community action (0.39), programme 
fidelity (0.43), organisational development (0.33), evaluation readiness (0.38), and time (0.37). When 
strategies had a focus on strengthening community action it was more likely that they would be 
associated with higher scores on the progress variable. Progress at the strategy level improved over 
time (i.e. from year to year). The relationship with the Action Area variables of fidelity, 
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organisational development and evaluation readiness showed that when strategies were making 
progress there was an associated higher score on these aspects of the programme at a higher level. 
There was one weak negative correlation between strategy level progress and health promotion 
strategies trying to create supportive environments (-0.25), showing that these types of strategies 
were less likely to demonstrate high levels of progress (see Table 13). 
 
Action Area progress was strongly positively associated with strategy level progress (0.52), time 
(0.72), programme fidelity (0.66), organisational development (0.58), and evaluation readiness (0.72) 
(see Table 12). Action Areas with high levels of progress not surprisingly tended to have more 
strategies with higher levels of progress, and the progress at Action Area level increased 
substantially over time. Action Areas with higher programme fidelity, better organisational 
development and higher evaluation readiness had a high likelihood of demonstrating good progress 
towards their goals. Action Area progress was also moderately positively correlated with degree of 
implementation at strategy level (0.3), sustainability (0.33) and the degree of collaboration and 
partnership (0.33) at Action Area level. Not surprisingly this shows that Action Areas able to 
implement their work at a strategy level were also likely to show higher progress at Action Area 
level.
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Table 12: Relationships between Action Area and strategy level variables 
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  P
ro

gr
am

m
e 

Fi
de

lit
y 

  A
da

pt
at

io
n 

  O
rg

an
is

at
io

na
l  

D
ev

el
op

m
en

t 

  C
ol

la
bo

ra
tio

n 
&

   
   

   
   

   
   

   
   

   
   

Pa
rt

ne
rs

hi
p 

  S
us

ta
in

ab
ili

ty
 

  E
va

lu
at

io
n 

Re
ad

in
es

s 

  P
ro

gr
es

s 

  M
ee

tin
g 

KP
Is

 

  D
eg

re
e 

of
   

 

Im
pl

em
en

ta
tio

n 

  A
da

pt
at

io
n 

  P
ro

gr
es

s 

Ti
m

e 

Year - - 0.71** 0.39** 0.44** 0.87** 0.72** - - - 0.37** 

A
ct

io
n 

A
re

a 

Programme Fidelity 
 

-0.23* 0.4** - - 0.3** 0.66** 0.43** 0.4** - 0.43** 

Adaptation -0.23* 
 

- - - - - - - 0.55** - 

Organisational Development 0.4** - 
 

0.73** 0.81** 0.48** 0.58** - - - 0.33** 

Collaboration and Partnership - - 0.73** 
 

0.85** - 0.33** - - - - 

Sustainability - - 0.81** 0.85** 
 

- 0.33** - - - - 

Evaluation Readiness 0.3** - 0.48** - - 
 

0.72** - - - 0.38** 

Progress 0.66** - 0.58** 0.33** 0.33** 0.72** 
 

0.26* 0.3** - 0.52** 

St
ra

te
gy

 

Meeting KPIs 0.43** - - - - - 0.26* 
 

0.76** -0.31** 0.73** 

Degree of Implementation 0.4** - - - - - 0.3** 0.76** 
 

-0.28* 0.81** 

Adaptation - 0.55** - - - - - -0.31** -0.28* 
 

- 

Progress 0.43** - 0.33** - - 0.38** 0.52** 0.73** 0.81** - 
  *p<.05, **p<.01 
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Table 13: Other factors relating to Action Area and strategy level variables 
 

 
Action Area Level Strategy Level 
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 Develop Collaboration - - 0.45** 0.31** 0.43** 0.25* - - - - - 

Programme Delivery - - - - - - - 0.39** 0.41** - 0.29** 

Programme Development - - - - - - - - - - - 

Structural Development 0.25* - - - - - - - - - - 
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Sole - - - - - - - 0.32** 0.32** - - 

Led - - - 0.27* 0.27* - - - - 0.27* - 

Equal - - 0.26* - - 0.3** - - - - - 

Supporting - - 0.29* 0.3** 0.34** - - - - - - 

Contract 0.23* - - - - 0.28* 0.28* - - - - 

O
tt
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Ch
ar

te
r Build Healthy Public Policy - - 0.32** 0.25* 0.33** - - - - - - 

Create Supportive Environments - - - - - - - -0.31** - - -0.25* 

Strengthen Community Action - - - - - - - 0.36** 0.47** -0.32** 0.39** 

Develop Personal Skills - - - - - - - - - 0.25* - 

Reorient Health Services - 0.24* - - - 0.25* - - - - - 

*p<.05, **p<.01 
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Analysis also demonstrated that Action Areas with higher levels of collaboration and partnership 
were more likely to show higher levels of progress. Where Action Areas were demonstrating high 
levels of progress they were more likely to have higher levels of sustainability. As shown on Table 12 
and Table 13 Action Area progress was weakly positively associated with meeting the KPIs at a 
strategy level (0.26) and the use of contracting for services (0.28). Action Areas with associated 
higher levels of KPI achievement at the strategy levels were more likely to have high levels of 
progress. Where delivery of activity was achieved through a contract managed by NPA (i.e. no direct 
involvement by NPA in the delivery) there was a small increase in the likelihood of the associated 
Action Area having improved progress. 
 
Action Area sustainability was strongly positively related to organisational development (0.81) and 
the level of collaboration and partnership (0.85) (see Table 12). This shows that when organisational 
development was higher and/or the level of collaboration and partnership was higher, there was 
much more likelihood that the sustainability of the Action Area would be high. Sustainability also 
had moderate positive relationships with time (0.44), Action Area progress (0.33), having 
collaboration-related KPIs (0.43) and delivery responsibility where NPA had a supporting role (0.34) 
(see Table 12 and Table) Action Area. This shows that a focus on collaboration and/or engaging in 
activities where NPA maintains a supporting role in delivery is associated with more sustainability. 
Table 12 also demonstrates that sustainability increased over the life of the programme (0.44) and 
that increases in progress were associated with improved sustainability (0.33). Sustainability also 
had a weak positive association with having the delivery responsibility being NPA led (0.27), showing 
that where NPA were leading delivery there was an associated increase in sustainability (see Table 
13). 
 
The analysis also revealed some interesting associations between some of the factors measured. All 
of the significant relationships are presented in Table 12. Only the moderate or strong correlations 
are described in the text here. They showed that organisational development, collaboration and 
partnership, and evaluation readiness also increased over the three years of the programme. 
Increased programme fidelity scores were associated with improved organisational development 
(0.4), evaluation readiness (0.3), meeting KPIs (0.43), and degree of implementation (0.4). Increased 
Action Area adaptation was associated with increased strategy level adaptation. Increased 
organisational development was related to increased programme fidelity (0.4), collaboration and 
partnership (0.73), and evaluation readiness 0.48). Increased collaboration and partnership was 
associated with increased organisational development (0.73), and higher evaluation readiness was 
related to increased programme fidelity (0.3) and organisational development (0.48). 
 
Regression was used to understand the relationship between the organisation variables and 
program outcomes and sustainability. Results shown in Table 14 demonstrate that following a 
programme through with adaptation and implementation was important to ensuring progress 
towards the overall goal of the programme. The regression analysis shown in Table 15 demonstrates 
that programme sustainability relied on a high level of organisational development during 
implementation, levels of collaboration between partners, and engagement in the evaluation 
process. It was clear that following through with a program of action and the right amount of input 
was important to ensure progress towards the overall goal of the program. 
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Table 14: Predicting programme outcomes across all years 

R2  F df  p KPIs Adaptability 
Degree of 
Implementation 

0.83 53.59 3,74 <.001 0.30 0.05 0.59 
 
 
Table 15: Predicting probability of program sustainability across all years 

R2  F df  p 
Organisational 
Development  

Collaboration 
Evaluation 
Engagement 

0.85 20.07 3,11 <.001 0.70 0.37 0.32 
 

3.3.8 Summary of programme performance 

Measures of programme delivery variables for the programme as a whole have increased each year, 
indicating an improvement in effectiveness at delivering against operational plans. Correspondingly, 
scores for adaptation have been low as there has been little requirement for change. Overall there 
has been an increase in the proportion of KPIs relating to collaboration, and a decrease in the 
proportion relating to programme delivery. KPIs focussing on structural development have 
represented the lowest proportion each year, which is likely due to the difficulty and long term 
nature of their achievement. 
 
Over the three years a growing proportion of KPIs have required NPA to lead initiatives, and other 
forms of assignment of responsibility have varied. Overall, the health promotion principle to 
Strengthen Community Action accounts for the greatest proportion of activity. Correlation analysis 
demonstrated strong relationships between progress at both the Action Area and strategy levels. 
When progress against strategies was made, progress at the Action Area level was likely to follow. 
Regression analysis confirmed that following through with a program of action and the right amount 
of input would result ensure progress towards the overall goal of the program.   
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4.0 Supporting the process of programme delivery  
This section explores the factors NPA identified as facilitating the process of programme delivery 
(enabling factors) and also the stakeholder’s reflections and learnings on this process.  

4.1 Program enablers 

When developing the strategic programme logic with NPA, a number of variables required to 
facilitate programme delivery were identified and labelled as ‘enablers’. These variables were: 
community infrastructure, leadership, strategic relationships, strategic resources, training, 
community buy in, communication, and programme organisation and evaluation readiness. 
However, these enablers were also the very products NPA wished to create or strengthen in line 
with its community development approach to health promotion. NPA therefore saw increasing the 
quality and quantity of these variables as a product of their work and as such indicators of 
programme achievements, but more importantly they were seen as proximal indicators of achieving 
sustainable successful outcomes for the community.   
 
It was not feasible to determine the increase of these enablers over the duration of the programme, 
as there is no evidence to extrapolate baseline measures. Indeed there are no direct measures for 
some of these enablers but the relevant programme data and evaluation  findings are drawn on to 
illustrate the role each has played. These may be presented as discrete concepts, but in practice 
there is a considerable degree of overlap and interdependence between the enabling variables. No 
one variable has been identified as more important than any other. 

4.1.1 Community infrastructure 

NPA’s approach was to take a whole of life, whole of society approach to improving nutrition and 
physical activity and did not want individual programmes or work streams operating in silos. By 
building on existing programmes and developing stronger community infrastructures around existing 
and emerging organisations NPA believed would result in increased integration across programmes 
running across the district.  
 
The list of partners associated with the programme at both strategic and operational Action Area 
level illustrates the array of public, private, NGO and community organisations operating at different 
levels within this infrastructure. Early in the programme those partners with a strategic perspective 
understood and supported the strengthening of community infrastructure while those at 
operational level, particularly NGOs and community organisations took a year or longer to see this 
bigger picture and realise their part and the benefits of belonging to a wider nutrition and physical 
activity infrastructure.  
 

I think it’s interesting that you really need a programme to facilitate the change and the 
relationships, you sort of need a focal point to lead off with, it’s not so much the programme 
itself, it’s the benefits that come from that. 

 
Evidence of such infrastructure can be seen in the strengthened pre existing networks, such as the 
continued growth of Way2Go. Way2Go is supported by SPARC, Nelson City Council, Tasman District 
Council, TRST and Nelson Bays PHO as well as NPA and has developed over the last three years to 
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provide a robust community hub network in Nelson with the flexibility to respond to the needs of 
each community in relation to wellness, exceeding the recreational agenda with which it began. A 
similar hub network is becoming established in Marlborough and is drawing on the experience of, 
and connecting to, Way2Go to maximise the potential of this community level infrastructure. 
 
The work of NPA has also encouraged the building of new community infrastructure, and the first 18 
months of the programme was seen as doing the groundwork which would support programme 
growth for the coming years. Examples such as the community gardens and open orchards are 
testament to the aligned visions and activities of previously diverse organisations and community 
groups. Over the course of the programme NPA were also regarded as having played a significant 
role in bringing a nutrition focus to the sport and recreation sector and facilitated the generation of 
both formal and informal integration between organisations and initiatives who previously saw 
themselves as nutrition or physical activity focussed. 
 
The individuals working in various organisations are the building blocks of this community 
infrastructure. Between 2008 and 2009 social network analysis showed the number of connections 
that those identified as the core network increased from an average of 7.5 to 9.5 per person. The 
Index of Relinking also showed the degree of connectivity within the network increased 
substantially, with more people having a larger number of linkages and fewer people having very 
small numbers of interconnection. Overall, this illustrates consolidation of the community 
infrastructure relating to nutrition and physical activity in this brief time period, a change which can 
be seen by comparing the social network diagrams of these two consecutive years. 

 
Figure 20: NPA Network diagram 2008 (left) and 2009 (right) 

 
Strengthening the community infrastructure was not without difficulties and there were some 
significant barriers encountered. The councils were proffered as examples of willing partners, albeit 
ones with their own entrenched way of working, which sometimes meant it was not possible for 
them to collaborate to the desired degree as this council representative reflected:  
 

Sometimes that’s just time and experience and you learn more, but sometimes there are just 
actual, physical barriers within the structure of the organisations that they wouldn’t come 
together.  

 
Stakeholder comments have highlighted the role NPA played in creating an infrastructure which 
spanned the DHB and the community. As part of this infrastructure NPA facilitated access between 
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the community and the DHB, access which community stakeholders described as difficult previously, 
given the bureaucratic nature of the DHB. 
 
The wider political and economic uncertainty which characterised the third year of the programme 
was identified as the main reason stakeholders found it difficult to plan effectively in terms of 
integration between programmes. The financial uncertainty for some led to a focus on the 
sustainability of programmes and generating supportive networks between organisations, while 
conversely, others indicated a retraction from the nutrition and physical activity health promotion 
back to core business. 

4.1.2 Leadership 

NPA were to provide and engender community leadership to result in the intersectoral integration of 
health principles. The mission of turning around the obesity epidemic was understood to be beyond 
the health sector alone, so the harnessing and development of health leadership from other sectors 
and the community was an aim in itself and also a requirement for sustainable programme delivery. 
 
The NPA team members were seen as credible, passionate and skilled by stakeholders from other 
sectors and the results of the partnership survey in 2009 revealed the team had reached and were 
influencing a wide range of organisations across other sectors to a much greater degree than they 
understood themselves. 
 
Members of the PSG provided leadership in their own organisations/sectors and the programme 
also supported existing health leadership in schools, instigated leadership in PHOs around 
breastfeeding and nutrition and supported the health promotion and leadership capacity building in 
community organisations. The Tu Healthy Coordinator worked specifically with marae to develop a 
focus on the health of their community members and to build their capacity to facilitate access to 
nutrition and physical activity programmes. NPA provided a focus for active transport and an 
example of the integrating of health principles into Council planning was NPA’s lead role and 
facilitation of a visit from town planning consultant Rodney Tolley with his resultant 
recommendations implemented by the Council. Furthermore, after advocacy by NPA, NMDHB and 
the Council signed an Active Transport Contract which included a requirement that the parties 
consider the promotion of active transport in decision making. 
 
In late 2009 however, stakeholder’s comments indicated that with the political and economic 
changes, it was very difficult to get organisations to see the reduction of obesity as a priority. They 
also indicated that community ownership of projects was limited by an agenda focussed on financial 
control and accountability. The DHB was understood to be in a constrained position itself and in a 
reduced position to provide commitment and leadership regarding nutrition and physical activity.  
 

I have a feeling that this . . . the DHB is here to implement government policy and given that 
this kind of thing [nutrition and physical activity] seems to have a lower profile at that level 
that, to an extent, gets reflected locally as well. So in terms of [NMDHB] commitment to that 
kind of thing, it’s not able to be quite as significant as it has been in the past, and that’s for 
two reasons. One is the policy context and the other reason is our DHB’s funding position.  
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External stakeholders’ perceived a withdrawal of the NPA programme in the latter half of its third 
year, which left partners without the leadership and direction to which they were accustomed. At 
this time neither the programme team nor the DHB were able to clearly signal the way ahead.  
 

4.1.3 Strategic relationships 

Inherent in the development of a community infrastructure and providing and growing leadership is 
the development of strategic relationships. NPA identified the improvement of strategic 
relationships as necessary to enable programme objectives to meet and expected to increase 
partnerships between the DHB and government and other organisational partners. 
 
There has been strong support for the programme from external partners throughout the three year 
period and this has contrasted with the relationship the programme has with the Health Promotion 
Team from the DHB. A strategic relationship between the teams did not eventuate and this was the 
topic of much comment, even though there was evidence of some operational cooperation. It was 
suggested that the structure of NPA, with access to its own discretionary funding and a mandate 
which overlapped with some of the work done in Public Health, made it likely that tensions between 
the groups would develop.  
 

I think the relationship between NPA and Public Health has always been pretty tenuous, 
because of the way it was set up really – it was set up to compete really. I think not 
consciously, but it always happened. 

 
Again the PSG provided a mandate through which NPA harnessed national input into the programme 
from several Ministries. Those representatives were among a number of distal partners whose 
involvement gave credibility to the programme and supported information sharing, but the direct 
impact of their involvement is less clear. The Ministry of Social Development (MSD) was notable for 
its ongoing intention to work alongside the programme as whole. 
 
Nelson City Council was notable by declining a place around the PSG table but has, none the less, 
engaged with the programme alongside the more overtly committed Tasman and Marlborough 
District councils. The relationship with those councils, the TRST and the two local PHOs has endured 
beyond the dissolution of the PSG in 2009 and attendance at the ongoing information sharing forum 
indicated a willingness to collaborate moving forward. A relationship with the food industry was high 
on the agenda for the programme and initial PSG membership included a representative whose 
position was disestablished part way into the programme. The Heart Foundation sponsored a 
representative to work within the NPA team from early 2009 which facilitated traction on a number 
of endemic nutrition issues. 
 
Strategic relationships were seen as a necessity by the wider stakeholder group, but were not always 
easy. Within the network there was support of the programme but this was undermined in some 
instances by pressured from individual people and organisations; the most commonly cited barrier 
to forming strategic relationships between groups and organisations was the differences in the 
priorities of stakeholder organisations. 
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...when I think back to the last report on the partnerships. That sort of highlighted the fact 
that people had different agendas and different financial commitments, and I guess that is 
your biggest barrier. 

 
Some stakeholders acknowledged the challenge of building meaningful relationships with Maori, 
something given impetus with the appointment of the Tu Healthy Coordinator but lacking in the 
initial programme stages. It was suggested that reliance on the Iwi Health Board as its only source of 
community feedback was limiting early on and that genuine relationships with Maori communities 
were not something that could be achieved quickly. However, stakeholders did indicate that these 
relationships were now beginning to emerge as a natural progression. 
 

When you look at engaging Maori, right at the start, it wasn’t very clear around how they 
were going to engage Maori, there was no process or system put in place. 

 
The set up of NPA as a programme outside mainstream services was seen to have engendered this 
strategic relationship building according to stakeholders, who saw the NPA differently to the large 
bureaucratic DHB and described them as accessible and acting as “a lighthouse” to guide external 
partners in their engagement with the DHB.  
 

That working relationship with the DHB has become a lot stronger, and it feels that their 
reach out to the community is probably largely the result of NPA as being a lot more 
proactive than it used to be. They used to be an organisation that was pretty much insular 
and very impenetrable really. 

 
There has been debate around the nature of the NPA relationships with its partners, particularly 
where funding has been involved and a division between those who believe NPA has achieved 
sustainable strategic relationships and “true partnerships” and others who believe these 
relationships are thinly veiled contractual ones, only as durable as the funding stream which 
supports them. The 2009 Partnership survey highlighted funding was involved around a quarter of 
NPA’s  relationships and their partners valued the relationship with NPA the most highly within a 
network of relationships which were rated overall to be of quality and high value. 
 
Survey data also revealed NPA and DHB Management were seen by their partners as more likely 
than other groups to take the lead in information sharing and funding; a powerful position from 
which to regulate and guide activity in the region. Along with the overall trend of this network, the 
NPA team was predominantly seen as an equal partner in terms of sharing of information, decision 
making and problem solving. 
 
The Action Area scores for collaboration and partnership have been used to monitor the 
relationships, both strategic and operational, and the programme as a whole has scored moderately 
well from year one with a score of 7 out 10, which rose in each subsequent year to 6.5 then 7.3, 
indicating a trend of increasingly strong, functional relationships. 
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4.1.4 Strategic resources 

Strategic use of resources for nutrition and physical activity was identified as an operating enabler 
and NPA aimed to increase the coordination of existing funding and also draw in new funding to the 
district for its partners and activities. In this way NPA could facilitate optimal use of existing and its 
own financial resources and position community organisations to become more sustainable long 
term. 
 
NPA’s role as a funder was controversial over the course of the programme with internal and 
external partners. Programme funding decisions were recommended by the PSG but ultimately 
made by the DHB’s own IPG; a source of frustration for some PSG partners. The small grants 
schemes, which included distribution of the Nutrition Fund, operated into the second year of the 
programme. The small grants were seen by a number of stakeholders to be an ineffective use of 
resource, and the value of numerous small amounts to a plethora of activities without evidence they 
were successful or sustainable without ongoing NPA funding was questioned. Subsequently funding 
was diverted into a new Catalyst Fund. 
 
The Catalyst Fund was initiated in the third year of NPA operation and operated with the strategic 
intent missing from earlier grants schemes. It had a budget of $125,000 to fund up to 75% of 
projects that were aligned with NPA work streams and were new and/or innovative. Priority was 
given to projects which would be sustainable and could “demonstrate a high degree of linkages with 
existing initiatives and partner organisations” (NPA, 2009). Catalyst funding was approved to initiate 
sustainable projects that were financially supported from other sources relating to active transport, 
edible gardens, open orchards, traditional kai, and nutrition for older adults and a beautification 
project. 
 
The partnership survey of 2009 found that across the NPA network it was the lead funder in around 
a quarter of its relationships but there was evidence of numerous  multi partner and multi financed 
initiatives grow or become established. At the time of the survey, where funding was an element of 
the relationship with NPA and other organisations, NPA’s partners were equally likely to be a lead 
funder (15.8%), share funding equally (14.4%), or receive it from others (13.4%), with the pooling of 
funding being the norm. When funding was an element of the relationship NPA’s partners were 
equally likely to be a lead funder (15.8%), share funding equally (14.4%) or receive it from others 
(13.4%). 
 
NPA had funded the Community Nutrition Service (CNS) since 2007 and extended this funding twice 
(up to 2012) as the PHOs indicated they were unable to sustain this service otherwise and it 
provided the only independent dietetic resource in the community. It was thought the service 
remained extremely vulnerable as it was via a non permanent programme. The councils were also 
looking for other sources of funding as there had been a shift away from public funding for active 
transport initiatives, and the application to the New Zealand Transport authority for Model 
communities funding had been declined.  
 
NPA had to incorporate budget reductions throughout the programme. While this presented a 
challenge it appeared to reduce the earlier perception of some stakeholders that NPA was “a pot of 
money”, and the value of NPA beyond the role of funder was increasingly appreciated in the second 
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half of the three year period. Stakeholder reflections on NPA’s use and coordination of funding have 
suggested that NPA has paved the way for NMDHB in terms of forging strategic relationships and 
alliance contracting. 
 

4.1.5 Training 

Increasing capacity in the community to promote nutrition and physical activity, directly and 
indirectly, was recognised as necessary to support the quality, impact and sustainability of wider 
programme work. 
 
Investment and support of training was evident across the programme, gaining momentum over the 
three years. In the early stages there was capacity building in nutrition and the evaluation capacity 
building component in focussed studies. Capacity building continued as training around 
breastfeeding with peer counsellors, the extremely popular Get Cooking programme, and gardening 
built momentum, up skilling a range of community organisations to teach and support others to gain 
new skills. The CNS was contracted to deliver self management training and nutrition training to the 
regulated and non regulated workforce in the district. The capacity  building model developed by the 
CNS at Nelson Bays PHO was cited as particularly innovative for primary care, as they up skilled other 
health professionals, formally and informally, working through their multidisciplinary colleagues 
rather than along them.  
 
The two day evaluation course held in twice in 2008 and was repeated again in 2009, and training 
targeted at building leadership and target towards supporting Maori organisations demonstrated a 
wider organisational development perspective than more obvious activities related directly to 
nutrition and physical activity. 
 

4.1.6 Community buy-in 

NPA was not a programme to be delivered by the DHB to the community, it required sustained 
engagement and buy in from the community itself if it was to achieve an increased awareness of the 
importance of nutrition and physical activity across the community in a wide range of settings. NPA 
was intended to be “community owned” and listed community buy in as a key enabling factor. 
 
The first year’s programme reporting suggested that generally there had been a good level of buy-in 
to the activities and ideas around NPA, a trend which was to continue for external partners, with 
engagement with Maori community groups a noted priority from the second year. After the second 
year it was reported that initiatives which responded to community need or interest, for example 
gardening and Get Cooking programmes, were very successful at reaching many participants and it 
was expected that improved knowledge of physical activity and nutrition would be an outcome of 
this. Also, networks were built between different community organisations with similar or 
complementary interests. It was noted that there would have been more buy-in from organisations 
if partners shared common interests or outcomes. 
While increasing awareness of nutrition and physical activity NPA was mindful of the cultural 
appropriateness of its associated activity and engaged with Maori through the Tu Healthy 
Coordinator, the Health Promotion team and Maori providers. When the Kaitakawaenga programme 
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(a kaupapa Maori service) was not delivering the appropriate messages for its community, NPA 
instigated a review of service. This review resulted in a renewal of focus and support from Iwi health 
providers which enabled it to deliver successfully to its community. 
 
The Challenges campaign received support from the schools and ECE sector with a higher degree of 
enthusiasm than expected. Some ran the theme throughout their curriculum and were open to 
ongoing engagement in terms of incorporating health into the curriculum. Stakeholders believed 
that that the Challenges strategy had been engaging and very effective in improving people’s 
knowledge of how to develop healthier lifestyles.  
 

I definitely think that those seasonal challenges were a really good initiative. I think that they 
got good media profile, as well as seeming to get good community buy-in. When we were 
doing the ‘In your neighbourhoods’, we did have some of the balls and when you go into the 
communities, a lot of the kids recognise the balls and say ‘yeah, we’ve got one of those’.  

 
Stakeholders who reflected on the three years believed NPA had increased awareness of nutrition 
and physical activity, suggesting the Challenges campaign and the overall reach into the community 
were responsible for the improvement. 
 

4.1.7 Communication 

Communication was identified as essential to programme delivery and achievement of objectives by 
improving the transfer of information and knowledge between partner organisations. A wider 
communication strategy to target groups and the general public was also a feature of the 
programme. 
 
Sharing information started with the diverse organisational membership of the PSG. There was 
stakeholder perception this communication had helped to break down the silos of care between 
community and secondary healthcare and encouraged communication between sectors that 
previously had little common ground. The working groups in Action Areas and NPAs extensive 
networks and networking skills were conductive to information sharing. 
 

I think it’s the more we can learn from other professionals  as sort of being round the table to 
share information we’ve got ourselves , it’s certainly got to be [good]as far as outcomes. And 
personally I would say that NPA has made a huge difference. 

 
The 2009 Partnership survey identified a number of patterns around information sharing across the 
network and a high number or communications were made, particularly by phone, email or face to 
face meetings. However, the most common information sharing activity individuals in this network 
engaged in regularly was a group meeting (85%), which indicated a degree of organisational 
collaboration, with organisations planning to meet with one or more others. NPA’s partners across 
the network reported information was equally shared in the majority of relationship (63%) and that 
NPA took the lead role in sharing information only some of the time (15%). This information sharing 
was noted to contribute to the working relationships generally across the sector and also the work 
of individual organisations. 
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Yeah they seem to be working better across [organisations] and the communication has been 
a huge part of it. And just those relationships that they are all, they can be trusted. 

 
The appointment of a professional communications coordinator in early 2009 saw the NPA 
programme advance its communication tools and strategy. The organised use of local media 
generated regular coverage, the quarterly newsletters to individuals and organisations related to the 
programme became electronic and the programme’s web site provided an upbeat and 
contemporary style interface with the programme’s activities and information sources. The website 
was headed Healthy As! (http://www.healthyas.org.nz).  As with other activity, NPA made the 
conscious decision not to brand the programme itself but have generic promotion of activities 
highlighting the work of partner organisations. Stakeholders saw benefits and disadvantages to this, 
the latter being the complex and nebulous nature of the programme’s identity for some members of 
the community. 
 
A year long public education campaign involving quarterly challenges was launched in winter 2009. 
For many stakeholders this was a highly visible output of NPA. There was a common understanding 
the campaign was to promote awareness, and attitude and behaviour change around eating and 
physical activity. The wide range of activities was reported as reaching a wide range of individuals 
particularly the target group of “children, pre-adolescent children, in particular Maori and low SES 
families, whose behaviours the social marketing campaign would ultimately like to change in the 
long-term” (NPA, 2009). 
 

I think actually again giving people the tools, the recipes and the balls and those sorts of 
things, does, it takes it to that next level. I mean it gives people I suppose a basic physical 
reminder that they should be doing something different and also the tools to actually make 
those steps. 

 
While it was believed to be successful, hard evidence of success was queried by some stakeholders. 
The campaign was linked to a high number of KPIs across the Action Areas. Over the three years of 
the programme it provided a vehicle and a purpose for communication, particularly with the 
education sector. 

4.1.8 Programme organisation 

NPA sought to support sustainable programme organisation and was mindful of the intended five 
year timeframe of the programme, during and after which programmes and organisations working 
to improve the community’s nutrition and physical activity would need to be sustainable without 
their support. 
 
The very organisation of the programme itself did not eventuate as envisaged and the strategic 
intent that the programme be community owned emerged as unrealistic mid way through the three 
year period. Stakeholders identified that the roles of the PSG and the IPG in decision making 
processes were not clearly defined initially, and as it became apparent that the PSG did not have 
authority over the direction of the programme there was a sense of despondency among group 
members. 
 

http://www.healthyas.org.nz/�
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I think the DHB wanted to own it....and you can’t have community ownership if it’s not 
allowed to exist. 

 
The PSG was dissolved and there is no evidence to suggest this left a gap in the strategic programme 
organisation as core members continued to work alongside NPA as they had previously, without the 
ostensible mantel of governance. Despite these distractions the focus of the programme remained 
on collaborating with community organisations to develop sustainable local initiatives. Early on it 
was noted there was a lack of structures to support individual organisations running some of the 
initiatives but community buy-in had been achieved and the establishment of working groups and 
forums were taken as indicators of improved sustainability of activities within some Action Areas.  
 
NPA reconfirmed its plan to drive population health changes through a community development 
approach, although this was tempered by the indicated changes in the political and economic 
environment which reduced its role as a funder. Although prominent support networks were being 
developed to support the sustainability of programmes, many remained vulnerable without ongoing 
funding. 
 
The degree to which programme work was sustainable was rated across strategies in each Action 
Area and at programme level. This has been observed to increase across the three years of the 
programme, rising from 5.8 out of ten in year one to 6.2 and 7.1 in subsequent years, as evidence of 
durable activities and resources to support initiatives was sought alongside evidence of capacity 
building and sustainable partnerships, or if systems were being implemented that would outlast 
NPA. 
 
The monitoring of organisational development across each Action Area during the three years 
provided a measure of the level of programme organisation in terms of governance structures, 
planning and decision making and information flow processes, strategies for capacity building, 
improvement and member roles, leadership engagement, reflective activities, communication and 
coordination. There were variations across the five Action Areas, but programme wide the degree of 
organisational development increased each year from a moderately low score of 4.4 out of ten, 
rising to 5.9 to 6.9 out of ten in the second and third year’s strengthened organisational 
development across a range of organisations.  
 
Programme organisation and the sustainability of nutrition and physical activity initiatives may have 
improved over the three years, building on a number of factors but vulnerable because of one in 
particular. Stakeholders regularly identified funding as a crucial factor and stated once NPA funding 
ran out it would not be possible to sustain some of the initiatives. Evidence highlighted the risk that 
wider economic pressure would cause some organisations to retract to core business, losing the 
peripheral activity of promoting nutrition and/or physical activity. 
 

4.1.9 Evaluation readiness 

NPA identified evaluation readiness as a particular enabler as evaluation supports the development 
and improvement of programmes but also facilitates accountability and justification of existing and 
future funding. Evaluation readiness refers not only to the specific skills and knowledge of staff to 
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engage in evaluation but also the promotion of an organisational culture of evaluation to support 
the effective use of evaluation findings and continued engagement in external evaluations (Scriven, 
1997; McDonald, et al. 2003). 
 
NPA incorporated external evaluation within their programme from the first year. However, there 
were limited understandings around how the findings would be used and concern within the DHB 
about the use of resources for this purpose. While the NPA team and some stakeholders have 
acknowledged the value of evaluative activity and incorporated the requirement for evaluation into 
contracts and grants, the decision has remained controversial. 
 
Across the programme itself it was found early on that the level of evaluation readiness was low, 
and although some stakeholders expressed a general willingness to engage in evaluation, skills were 
lacking and there were mixed opinions about its value. Where evaluation did occur systematically it 
was largely geared to accountability, a trend which remained over the life of the programme. 
 
By the second and third years many programmes, including those run by external organisations, 
were increasingly found to be engaged in some evaluation processes, many informal or focussed at 
individual programme level. Lack of resources was still cited among some stakeholders as limiting 
their ability to carry out evaluations (time, funding and organisational support). However evaluation 
evidence was being used by some programmes to develop business cases to attract ongoing funding. 
Additionally there were examples of evaluation practice used to develop and improve programmes. 
Overall the evidence suggested evaluation was becoming a more routine part of programme 
activities. Creating changes in practice had taken time, as knowledge of how to implement 
evaluations and use the findings effectively had needed to be developed and these gains were said 
to have been the result of sustained effort. 
 

I think it is the environment more than anything , and it does, it takes a while to build up, it’s 
taken three years to get Way2Go to where it is, so, we can report numbers and that 
development stage has taken the first three years of the programme. 

 
Stakeholders explained this increase in evaluation practice and use as due to NPA’s expectation that 
their programmes provide evidence of meeting needs of target populations, the role modelling the 
team provided, the formal evaluation training funded by NPA, or more likely a combination of these 
and other factors. 
 
Furthermore, it was suggested that the high standard of evaluation work that was being carried out 
by some stakeholders was the result of the depth of understanding of evaluation practices that had 
been developed by those parties. It was suggested that this solid foundation of knowledge had 
enabled stakeholders to move from merely measuring outputs, to developing measures which truly 
reflect the nature of the programmes and therefore provide the best information from which to 
draw conclusions.  
 

It would have been twenty brochures produced or fifteen meetings attended. I think we have 
moved to a place where, what did you actually achieve with those meetings and what were 
you trying to achieve, we are trying to move into that.  
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NPA funded SOPH to provide a two day programme evaluation short course which ran in June and 
August 2008, and again in July 2009, with a total of 63 people from a range of organisations 
attending. The course aimed to demystify evaluation and provide an understanding and some basic 
tools for those attending to complete programme evaluations and use the findings. A follow up 
survey of the first two cohorts revealed they were more engaged in evaluation. For many, time and 
resources were a barrier and the organisational support they did or did not receive was identified as 
critical. In addition to formal training, evaluation capacity building was inherent in the collaborative 
evaluation approach to the focussed studies completed by SOPH in 2008 and 2009. This provided the 
opportunity for programme staff to learn alongside external evaluators as they were involved in the 
development, design, data collection and interpretation of results from the evaluations of their 
programmes. 
 
Evaluation readiness was measured and monitored across each of the five Action Areas each year, 
based on reported evidence and interviews with stakeholders. The mean scores for the programme 
show incremental increases in this variable in the three years of NPA from 4.90 from ten in year one 
to 6.20 and 7.10 from ten in the third year, evidence of increased ability of individuals and 
receptiveness of organisations to engage in and use evaluation findings. 
 
NPA believed the identified programme enabler factors underpinned the community development 
approach to health promotion and therefore worked to create or strengthen these within the 
community. The outputs of the programme enablers have been discussed above and have served to 
provide background to the programme outcomes, which are discussed in Section 5.0. Additionally, a 
number of organisational variables were measured to monitor the performance of NPA across the 
Action Areas and the programme as a whole. These relate to the enabling factors directly or 
indirectly.  

4.2 Stakeholder learnings 

Stakeholders reflected on their key learnings over the past three years in relation to NPA’s work. 
These learnings reflect the knowledge accumulated through three operational years of NPA and 
often reflect on the role programme enablers have played in supporting the work of the programme. 
 
A theme that emerged from these reflections included a recognition that implementation of the 
programme may have improved with better planning and consultation in a number of areas. These 
areas included the programme’s funding, the public education campaign, Maori engagement and 
NPA’s relationship with the Health Promotion Team. Respondents also discussed whether NPA’s 
status as a standalone or mainstream body was useful or detrimental to the programme and the 
community. Finally, they reflected on the apparent sustainability of the programme and the 
usefulness of the evaluation process. 
 
Many stakeholders believed NPA had a slow start, due to an initial lack of clarity around the 
programme’s role. Respondents indicated that creation of strong foundations through conducting a 
deeper consultation process before initiating the NPA programme as a whole may have been 
conducive. A specific area that would have benefited from better initial consultation was NPA’s role 
as a discretionary funder with a large annual budget. The small grants scheme was a particular work 
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stream that was, with hindsight, identified as a poor use of resource. There were a small number of 
critics of this funding role outside the programme, but even programme staff reflected that funding 
may have been more effective if NPA had been allocated a smaller amount of funding at the 
beginning which increased over subsequent years. This would have enabled staff to build the 
knowledge and networks required to spend this money more effectively. 
 
The public education campaign was considered a significant undertaking for the programme and a 
steep learning curve as the strategy was developed and each season’s Challenge was delivered. 
Reflection and formal internal evaluation identified that the campaign could have been more 
effective if entwined within the schools’ curriculum rather than schools just providing the setting for 
the campaign. These learnings have informed planning for the next phase of public education.  
 

I think the resources were great, but I also think that we could have gone further with the 
dollars if we had gone out to the schools and talked to them first, even though they probably 
wouldn’t have known. But now that you’ve actually got this in place and now they’ve had a 
taste of it, it would be interesting to go out now and ask the schools, “What would you like to 
see come out of this? What sort of design package do you think would work for your school?” 

 
Several respondents indicated that Maori engagement would have also benefitted from more 
discussion and planning from programme set up. One stakeholder suggested that a community level 
Maori advisory group able to provide consultation on NPA activities, rather than reliance on an 
individual staff member, may have better facilitated this engagement process. Additionally 
stakeholders felt a more comprehensive approach to implementation of NPA initiatives could have 
been achieved by applying a Maori world view to all activities.  
 
Stakeholders also suggested that these principles of consultation and planning should have been 
applied in terms of partnerships with the Health Promotion Team, which had been regrettably 
limited and difficult at times for both teams. Further reflecting on the decision to develop NPA as a 
standalone structure rather than a mainstream service, stakeholders proffered mixed opinions. 
Many believed the separate, small structure of NPA allowed it to work more closely within 
communities. 
 

They’ve had a level of independence, which has enabled them to be quite flexible and more... 
responsive might not be the right word, but just to determine their direction and to go with 
it. Whereas the rest of the DHB, can be quite a convoluted process of getting things done and 
getting change done. Because it’s a big organisation and there’s a lot of different layers and 
different processes [to] move through. 

 
However, a few stakeholders believed that NPA’s status as a programme was detrimental to its 
potential effectiveness. Lack of clarity around NPA’s role as a funder or policy advocate and its 
transient nature was also seen by some to reduce the programme’s community impact. 

 
I think the disadvantage is that, effectively, the NPA programme is just another programme. 
It was more focused, and for that sized programme, it had a large amount of money. I think 
its role has never been clearly defined. Effectively, it was just a funder that used to dish out 
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money, sort of a bit like a social welfare department but wanted to get involved in the doing 
as well, but only at a policy level, so it would just pop into the doing and then pop out again. 

 
Despite the few dissenting opinions, many stakeholders believed that NPA’s ability to work closely 
with communities had changed their perception of the DHB. Communities believed the DHB had 
increased its reach by becoming less insular, and NPA had enabled the accessibility. 

 
A positive reflection was the number of people and organisations that were willing to engage in 
partnerships with NPA. This may have been due to the approach of NPA staff, which looked to build 
on the interests, agendas and activities of partners rather than trying to put health onto the radar of 
partner organisations. While collaboration and partnership were reflected on very positively by most 
external stakeholders, they considered that transparency around the intentions and interests of 
organisations was important to ensure services did not duplicate, and parties be reassured that their 
roles would not become redundant as a result of collaborative initiatives. 
 

I think the big thing is that it is about partnership. It’s very easy with a DHB, particularly an 
organisation of that size that’s got a lot of resource behind it, to come in with a big new 
project and cause furrowing of brows and everyone feeling a bit that they’re going to lose 
their jobs because somebody else is doing what they were already doing. 

 
During the time of the final interviews many programmes were facing increasingly restricted 
funding. Concerns about the financial sustainability of programmes were reflected in discussions 
around key learnings. Stakeholders suggested that if the long term funding prospects of new 
projects were initially unclear, it may be better to postpone the introduction of programmes until 
this issue is clarified. There was a suggestion that the large scale of the NPA programme had enabled 
the Public Health Service to hand over responsibility for some services. Stakeholders were worried 
that once funding for NPA ceased these services, such as CNS, may not be sustainable. Concerned 
with the sustainability of programmes, stakeholders indicated that brief introduction and 
subsequent removal of initiatives could be damaging to community development. Partnerships were 
seen to be important in ensuring the sustainability of projects subject to limited term funding.  
 

That sustainability of going into the communities and setting up programmes that will never 
be and can’t be sustainable–either stay in there for a good amount of time or make sure 
you’ve got a strong partner that will continue or perhaps don’t do it. 

 
Despite the belief that NPA needed better planning and consultation prior to implementation and 
the concerns expressed around sustainability, most stakeholders reported that NPA had successfully 
emphasised the importance of the DHBs’ prioritisation of health promotion activities, particularly 
those focussing on obesity reduction. Reflections on this point often focussed on the long term cost-
effectiveness of health promotion activities. 

 
We need to keep investing in prevention and promotion for the long term. So that ultimately 
we have reduced amounts of hip surgeries and who knows what else at the other end. This is 
an investment in our future. 
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Evaluation was identified as an area of learning for the programme team and some partners. 
Stakeholders had mixed opinions on the attempt to embed continual evaluation of initiatives and 
the NPA programme as a whole. Some suggested compliance with reporting protocols had provided 
added extra administration work. However, others believed the evaluation process enabled clear 
accountability by supporting programme development and improvement and thus had been 
valuable to NPA. 
 
The outlined reflections clearly indicate stakeholders experienced a number of learnings relating to 
the need for planning and consultation, the structure of the programme and the programme’s 
sustainability.  

4.3 Summary of the process of delivery 

Delivery of the NPA programme has required the NPA team to work with and through others and it 
has partnered with a wide range of groups from different sectors, and has strengthened and 
widened the networks of these partners. This has led to successful outputs which are only possible 
through collaborative activity and has also helped to break down silos between traditionally isolated 
organisations. Individual NPA staff perform leadership roles, for which they are well respected.NPA 
has also worked towards generating community leadership of initiatives, although this has become 
increasingly difficult in a climate focussed on direct accountability for resources.  
 
In terms of strategic relationships, NPA has gained good support from its external partners but 
unfortunately not from the internal health promotion team within the DHB. The main barrier 
identified in forming external strategic relationships was differences in the priorities of stakeholder 
organisations. However, NPA is seen by most external stakeholders as an equal partner in initiatives. 
Reflections discussed in stakeholder learnings also support the finding that there was little effective 
engagement with Maori communities until latter stages of the programme.  
 
Initially difficulties were encountered in funding relationships, leading to the development of the 
Catalyst fund and concerns remain about the sustainability of NPA initiatives without ongoing 
funding. Evaluation practices have been seen as increasingly important, particularly in light of the 
emphasis on financial accountability and the need to provide evidence of effectiveness to gain 
future funding. It is suggested that initial misunderstandings regarding the roles of the IPG and PSG 
have contributed to disjuncture in sentiments about funding between parties, and about the 
direction of the programme as a whole. 
 
Stakeholders reflected on learnings relating to this process which included a need for planning and 
consultation early on, greater clarity around the structure of the programme and the need to ensure 
sustainability of programme work.   
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5.0 Programme outcomes 
The NPA strategic programme logic lists a number of outcomes which are expected to eventuate if 
the components (input) of the programme theory are implemented and function as intended. These 
outcomes include the short term changes likely to be evident by the end of (what was then) a five 
year programme. These are also proximal indicators of the medium term outcomes being achieved 
as predicted over the following five or more years. Achievement of these medium term outcomes, in 
turn, predict and support the longer term outcomes which lead to the eventual reduced rates of 
obesity in the district; a change stakeholders have consistently expressed is more likely to be 
evidenced over a generation. 
 
This section explores the evidence for change following three, rather than the intended five years, of 
the NPA programme. 

5.1 Evidence of change 

Monitoring change enables the assessment of the program’s progress toward meeting short, 
medium and long-term outcomes. According to NPA’s program logic, the short term outcomes from 
the programme should be identifiable at multiple levels in the physical, social and community, and 
organisational environments. Some stakeholders were not able to identify any changes that had 
occurred; however, the majority of stakeholders believed short-term changes had occurred; 
although they acknowledged that it was hard to find detailed evidence of the change. Most noted 
that NPA’s short time frame and corporate, political and economic influences had made it difficult to 
achieve observable changes in the region’s nutrition and physical activity behaviour. The following 
three sections present an overview of evidence from both Action Area and key stakeholder 
interviewees who were able to reflect on the short term outcomes achieved by NPA after three 
years, interspersed with evidence from programme data and evaluation findings.  

5.1.1 Individual level 

The NPA strategic programme logic predicts the short term outcomes for individuals will consist of 
increases in the following; health literacy, activity, nutrition, breastfeeding rates and duration, and 
knowledge and management of chronic conditions. 
 
Stakeholders believed that some changes had occurred among the region’s individuals, and 
identified a few people who were no longer obese due to changed nutrition and physical activity 
habits. However, in general strategic stakeholders found it hard to find evidence of widespread 
change at this level. Despite the ambiguity, they did believe NPA has been a catalyst which led to 
some change in individuals’ knowledge and awareness of nutrition and physical activity, an increased 
motivation to change, and creation of opportunities. Stakeholders believed there had been an 
increase in active transport, such as walking and cycling, and this indicated a change in perspectives 
and habits. One stakeholder suggested that the personal stories published in the newsletter 
provided evidence of individual behaviour change. 
 

Go back and look at the newsletters, what were all those stories about? ...Each of those 
stories were often about people, I mean look at some of these people couldn’t walk to the 
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letterbox before and now they’re changing their whole lives according to these exercise 
programmes. 

 
Although extensive lifestyle changes were not identifiable among individuals regionally, interviewees 
suggested that more people understood NPA’s messages of nutrition and physical activity. 
Stakeholders recognised that, whether or not people changed their habits, individuals’ 
understanding and willingness to improve their health were the first steps in achieving change at this 
level. In addition to an increased awareness of health messages among individuals, stakeholders 
believed NPA had helped create valuable opportunities for change. 
 

They [NPA] certainly created the opportunities for individuals to change with their spring 
challenge and their autumn challenge and the work they have done over at Stadium 2000 
with giving kids the opportunity to be more active etc, so I think that’s where they’ve been, I 
don’t think it would have been fair to ask them to do more than that. 

Programme evidence 

The features and stories in NPA’s own and other local media have captured examples of a number of 
individuals of all ages changing their nutrition and physical activity behaviours and reaping the 
rewards through improved health. However, NPA has a population health focus and was not 
expected to systematically collect evidence of change at an individual level across the many and 
varied programmes under the umbrella. Where programmes have been subject to closer evaluation, 
evidence of change at an individual level has been measured in some form. Brief summaries of the 
evidence from a number of focussed evaluations of initiatives funded and supported by NPA follow: 

Baby Talk 

Baby Talk was a breastfeeding support programme delivered in Marlborough in 2008 targeted at 
young mothers. Pre and post programme surveys revealed the programme had increased 
participant’s perceptions of behavioural control over breastfeeding and also increased some aspects 
of motivation to breastfeed and self efficacy. Sixty one percent of the women whose follow-up data 
was available were still breastfeeding, (either exclusively or with solids) at six months; this exceeded 
the programme target of 27% (Silva et al., 2008). 

Active Families 

Active Families was a 12 month physical activity programme delivered by the Tasman Regional 
Sports Trust (TRST) in Marlborough for inactive and/or overweight 5 to 18 year-old children and their 
families. Independent evaluation in 2008 concluded “It is clear from the evidence collected that 
participants and their families who are on the Active Families programme are experiencing changes 
in many areas of their lives including physically, socially and psychologically. These changes are also 
noted by the key stakeholders. While there is evidence that participants who graduated from the 
programme are maintaining their healthy lifestyles, due to the lack of information, it is not possible 
to comment here on whether these healthy lifestyle changes have been sustained” (Clinton et al., 
2008g). 
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Way2GO 

Way2Go is a Nelson Tasman Active Communities project (which had seven community hubs at the 
time of the evaluation) with the overarching goal of increasing physical activity levels in the 
community, particularly for those termed support seekers and others oriented. The evaluation found 
anecdotal evidence of increased participation in communities the hubs serviced and this was 
attributed to the ability of each hub to respond to its community’s needs and offer a wide spectrum 
of appropriate activities. Way2Go was encouraged and assisted to develop its monitoring and 
evaluation framework to systematically capture participation and outcome data relevant for the 
organisation (Clinton et al., 2008g). 

Community Nutrition Service 

The CNS is a PHO based dietetic service which provides individual consults, group education sessions 
and nutrition capacity building in the health and wider workforce. Independent evaluation in 2009 
found a generally well functioning and highly valued service operating (with some pre and post 
evaluation of education sessions occurring), delivering a model of care which did not demand 
systematically capturing evidence of change at the individual level. “The impact on service users and 
wider primary care appears to have been positive; benefits include increased awareness, knowledge 
and confidence, with behaviour change indicated but not captured by current monitoring and 
evaluation practice” (Clinton, Fung, Mahony & Andrews, 2010).  

Marlborough on the Move 

MOM was a multi physical activity programme delivered in Marlborough throughout 2009 to 
hundreds of people. Independent evaluation concluded “The ongoing impact of the programmes has 
been demonstrated by those who were more likely to engage in ongoing physical activity such as 
those who have purchased the exit package from Team Challenge, and those who have enrolled in 
organised programmes. For many others there has been a clear but less tangible commitment to 
maintaining physical activity on a more informal basis, demonstrating that physical activity has been 
prioritised by these participants.” (Andrews, Clinton & McNeill, 2010). 

Breastfeeding Rates 

Breastfeeding data for the Marlborough and Nelson Tasman regions was collated by Plunket and 
reported to NPA (see Table 16). 
 
Table 16: Change in breastfeeding rates in Nelson and Marlborough: Data from June 07 to June 08 compared with July 
09 to December 09 

 6 weeks 3 months 6 months 

  07/08 09/10 Difference 07/08 09/10 Difference 07/08 09/10 Difference 

Exclusive 52% 66% 14% 40% 52% 12% 15% 16% 1% 

Full 19% 5% -14% 21% 6% -15% 17% 8% -9% 

Partial 12% 15% 3% 14% 17% 3% 34% 38% 4% 

Artificial 17% 14% -3% 25% 25% 0% 34% 38% 4% 

 
Rates of exclusive breastfeeding have increased across all ages during this time period. However, 
rates of full breastfeeding, which means that infants are fed only breast milk except for a minimal 
amount of water or medicine, have correspondingly decreased for all age groups. Comparison of 
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these time periods therefore shows little overall change in the proportion of babies breastfed at six 
weeks and three months, and a reduced proportion of babies breastfed at six months. However, 
there has been a reduction in the proportion of mothers using alternatives to breast milk such as 
infant formula when their babies are six weeks of age, but this remained the same at three months 
and increased by 4% at six months 

Public education – The Challenges campaign  

NPA conducted an internal evaluation of the Challenges campaign. Focus group data indicated that 
most parents reported that their children had completed the promoted activities, suggesting that 
children were engaging in healthy eating and exercise as a result of the campaign. The evaluation 
also noted that providing seeds had encouraged families to begin growing vegetables and school 
principals noted that there had been an improvement in the type of foods seen in children’s 
lunchboxes. One school was also encouraged by the campaign to sign up to Health Promoting 
Schools.  
 
In summary, there is some evidence of change at the individual level relating to knowledge, 
awareness and behaviour with NPA attributed as providing the opportunity to effect this change.  
There have been mixed results relating to breastfeeding over the period for which data is available, 
but little outcome data has been captured across the programme and evidence relating to change at 
this level has drawn heavily on qualitative data collected specifically for the external evaluation.  

5.1.2 Organisational environments 

The NPA strategic programme logic predicted successful programme implementation would lead to 
an increase in collaboration and partnerships, evaluation readiness and workforce skills across the 
district. 
 
Most stakeholders believed there was evidence of change across organisations in the NPA network. 
They indicated that NPA had assisted organisations to develop a preventative health focus and 
improve workforce skills, new or improved collaboration and partnerships, and their awareness and 
consideration of evaluation. Many stakeholders believed that NPA’s instrumental work with the 
councils had resulted in their reorientation within a relatively short timeframe. As a result they were 
said to be placing greater emphasis on health and wellbeing, better understood their role in creating 
a healthier population, and had been provided with methods and resources to support this task: 
 

It has made a fundamental change as far as we’re concerned in incorporating and seeing the 
value of incorporating nutrition into our programmes and into the way that Council operates; 
that is reflected in the contracts we’ve got with our recreation providers.  

 
Others noted that NPA was instrumental in creating opportunities for collaborations and 
partnerships between relevant organisations, though they acknowledged that the organisations 
were still responsible for taking the next steps. Additionally, stakeholders believed that NPA had 
provided direction and helped sector organisations develop a greater understanding of the 
connections between health, physical activity, nutrition, and the concept of wellness. For these 
reasons stakeholders believed NPA had engendered change at the organisational level. 
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I think in lots of ways they almost gave a reason and a connection between the recreation, 
physical activity sector, and the sort of health and wellbeing and the nutrition. They 
managed to pull those things together in a reasonably clean way, and I think in the past 
those groups have probably very much seen themselves in isolation.  

 
A number of stakeholders discussed the collaboration and partnerships that occurred as part of NPA 
as they attempted to “marry together” the strategies of different organisations. Many stakeholders 
have highlighted the importance of relationships as the cornerstone of organisational collaboration. 

Programme Evidence 

Earlier sections of this report relating to Action Area performance programme enablers drew on a 
number of organisational variables which were systematically measured over the three years. These 
variables were necessary to deliver nutrition and physical activity programmes and initiatives in the 
short term and support the achievement of programme goals long term. Rather than simply deliver 
programmes to individuals, NPA used a community development approach to work alongside and 
through other organisations and initiatives in the community, and the impact of this over the three 
year period should also be considered as a short term outcome of NPA. Refer to Section 3 for a full 
description of the variables. 

Organisational variables  

The improved scores relating to organisational variables are reproduced here as these changes are 
evidence of changes NPA has facilitated at the organisational level. 
 

• The degree of organisational development evident across the NPA network of programmes 
increased each year from 4.4 to 5.9 and in the third year to 6.9 from a possible score of 10.  

• The degree of collaboration and partnership evident across the NPA network of programmes 
increased each year from 6.0 to 6.5 and in the third year to 7.3 from a possible score of 10.  

• The degree of sustainability evident across the NPA network of programmes increased each year 
from 6.0 to 6.5 and in the third year to 7.3 from a possible score of 10.  

• The degree of evaluation readiness evident across the NPA network of programmes increased 
each year from 4.9 to 6.2 and in the third year to 7.1 from a possible score of 10.  

 
These measures present a positive, linear growth of the NPA wider network, and therefore of the 
organisational environment of nutrition and physical activity. Analysis of the relationships between 
these and other variables, described in Section 3.8, underscores the exponential value this growth 
has on achieving progress and/or sustainability of the work in each Action Area. The degree of 
correlation between these organisational variables has shown that that progress at an Action Area 
level is significantly linked to NPA’s programme fidelity, organisational development and evaluation 
readiness, and that strategy level progress is strongly related to meeting KPIs and degree of 
implementation. However, there were a wide range of other variables which also contributed to the 
programme’s progress at both these levels.  

Learning and training 

Training was a process variable reported across the Action Areas and it was an expectation this 
would lead to increased workforce skills. Training has covered a variety of topics and workforces 
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from formal nutrition education for health professionals to the Get Cooking train the trainer and 
Mum4Mum breastfeeding support for unregulated and volunteer workforces. Recipients of such 
training have been reported as passing on their skills to the wider community. Training workshops 
have also been aimed at programme evaluation, and community leadership to support the 
development and sustainability of organisations and initiatives. That there has been investment in 
training across the Action Areas across the three years is very clear and the numbers of training 
participants are listed as outputs for each Action Area (Section 3). 
 
Participation in training (the output measure of training) is expected to have the effect of learning 
which leads to an up skilled practicing workforce (the outcome measure of training), but this is an 
assumption. There are only small pockets of evidence where pre and post evaluations have been 
completed to demonstrate that learning has occurred and it is not possible to accurately gauge the 
degree to which the workforce has been up skilled and is using those skills. The follow up of the two 
day evaluation training illustrates this point well, as several months after the training participants 
found the learning was being used, but this was mitigated by the organisational support they had or 
had not received.  
 
In summary, NPA has achieved some changes at the level of organisations, as evident in the wider 
health awareness across the range of partners and the reorientation of some, particularly local 
councils and sports organisations. Further evidence of change comes from the increased measures 
across the programme relating to organisational development, sustainability, evaluation readiness 
and collaboration and partnership across the programme. These reflect a number of strategic and 
operational improvements including the training, which has been well promoted and supported by 
NPA. The strengthened networks and relationships between the organisations across the 
programme are an indicator of successful change and one which has facilitated the sustainability of 
Action Area level initiatives. 

5.1.3 Physical, social and community environments 

NPA predicted delivery of its programme would precipitate short term changes in the wider 
community environment, particularly in relation to a healthier food environment, with increased 
food security, increased awareness and knowledge of the physical environment and active transport 
options along with improved community leadership.  
 
Stakeholders easily identified examples of change occurring among the physical, social and 
community environments. Although a few stakeholders were not able to identify change at the 
community level, most noted the relationships between the physical environment, active transport 
and healthy food environment, citing examples of community development as evidence of an 
increase in the district’s awareness of these connections. 
 

Let’s look at the fruit trees . . .you’ve had communities that have become focussed around 
their local neighbourhood parks, and got support and some information about planting trees. 
...It both means that those communities have a common point of contact, which is great in 
terms of development. They have a sort of shared project, which is fantastic, and then they 
have the benefit of going out and picking the fruit which is active and it hopefully means 
they’re eating more nutritious food that they may not have [had] otherwise. 
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Another respondent suggested change was evident by the increased awareness people had of the 
impact of the physical and healthy food environment, such as those seen at a marae, where the 
committee and NPA had come together in a joint venture to change the marae’s environment to be 
more conducive to a healthy lifestyle. 
 

So if I take a look at the [named] Marae, [NPA’s] supporting of getting their gym up and 
running, it was about the manager changing the whole marae to be smoke free, removing 
the coke machine from the marae – there was a coke machine on the marae and it was 
getting a lot of use from the Maori users. 

 
Two stakeholders provided evidence of changes in communities’ food environments. One noted the 
increase in the number of fruit and vegetable shops and another discussed a community’s 
awareness, knowledge and practices around nutrition. 

 
Also, the Riversdale community, they’ve certainly done a lot of work in terms of vegetable 
gardens. I think they’ve even got one at the community house, and just getting the lingo 
about nutrition into that older community and how they can maybe use kids to help in their 
gardens.  I have seen quite good Community Garden model working as a result of NPA being 
involved within that particular community. 

 
Despite an overall belief that nutrition and physical activity had improved within the region, 
stakeholders had difficulty attributing changes exclusively to NPA, as it was only one programme 
operating in a changing economic and health sector. 
 

Are people growing more of their own fruit and vegetables? Is that because of [NPA] or is 
that because of the financial and economic [situation]? You know it’s hard to sort of pin point 
it all on one thing. 

Programme evidence 

Evidence presented in Section 3 lists numerous programme activities which directly related to 
changes in the community environment. Many of those items listed represent process activity (for 
example grants authorised or submissions made to council) with no corresponding outcome data 
available for external evaluation. Systematically providing such evidence can be challenging for a 
number of reasons, and makes measuring and evaluating change at the community level difficult.  
 
Programme data reports the establishment of school gardens (8 in the 2007/08 year), open orchards 
(14 in the 2008/09 year) community gardens (6 in the 2009/10 year) and growth in the community 
hub structures in Nelson (2007/08) and lately Marlborough (2009/10). This is tangible evidence of a 
community environment becoming increasingly supportive of nutrition and physical activity. 
Information relating to the environment (e.g. open orchards or walking tracks) has been made more 
easily accessible by NPA and partner organisations, which list such data on their interlinked web 
sites.  
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Changes in the physical environment, including the open orchards and community gardens were 
readily acknowledged by many stakeholders as providing a visual and sustainable change to the 
community environment. The change in particular settings, such as marae and community centres in 
terms of healthy food options was also noted.  
 
As shown by the presented evidence, in this short timeframe not all NPA’s work to change the wider 
environment has been effected. It may take considerable time to eventuate as council processes, 
policy cycles and the food industry all work on a wide scale, but do so slowly. Despite this, numerous 
tangible changes are evident such as the community gardens, open orchards and changes in 
particular settings which are more supportive of healthy lifestyles. 

5.1.4 Stakeholders’ perceptions of NPA’s legacy 

When reflecting on the legacy of three years of the NPA programme, stakeholders provided a variety 
of examples relating to reorientation of health services, the creation of both tangible and intangible 
resources leading to a more supportive environment, and the strengthening of community action. 
The ongoing sustainability of these advances was a primary concern. 
 
A few stakeholders commented on the resources provided through the public education strategy, 
with many still evident in the community even though the campaigns had finished. It was suggested 
those resources still served to generate a continued awareness of the importance of physical activity 
and nutrition. Many stakeholders also suggested that the changes in local communities’ physical 
environment would endure. As indicated in Section 5.13, examples included the development of the 
open orchards, cycle ways and community gardens. Several stakeholders linked these community 
assets to the development of personal skills, including an increased knowledge and skills of 
traditional Maori physical activities, which would likely be retained. 
 
Overall stakeholders believed these developments would endure, providing a catalyst for further 
development of community relationships and a focus on nutrition and physical activity. It was 
believed relationships between community organisations and groups within the health sector had 
been enhanced by focussing on common interests, and that continued focus on these common 
interests would allow these groups to endure. 
 

I think there are a number of groups that will keep going on for quite some time with 
relationships. I think there is the strength in some of the groups we’ve got going that they 
will keep going and I think the community gardens is one prime example that I think will just 
keep going no matter what and because they’ve got support now across all different groups.  

 
As demonstrated by the evidence in Section 5.1.2, stakeholders reported that the strengthened 
community organisation skills in planning, funding and management processes gained through the 
tools and skills from NPA would remain. Additionally, many suggested that NPA’s work towards 
generating collaborative relationships, alignment and reorientation of services had affected 
community groups’ opinions on working towards joint initiatives. It was thought that in the future, 
organisations would be more enthusiastic about taking a collective approach to initiatives based on 
shared interests and resources and would think of creating partnerships outside of the sectors in 
which they had traditionally worked.  
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I really hope it’s the idea of themes, that’s it’s not just about projects, you know; the 
importance of the joined up thinking, the importance of the multiple outcomes, the 
importance of you know not thinking of what we do, linearly but thinking of it as a web of 
activities. I hope that’s our biggest legacy moving forward to this new structure. 

 
Stakeholders identified that the shift in the approach to tackle the obesity epidemic was a strong 
legacy of NPA. Many indicated that this area had not been seen to be of great importance 
previously. They suggested that the previous focus on downstream causes of obesity had now 
shifted to a more upstream multi-sectoral approach designed to tackle the social determinants of 
health. They believed that reducing the obesity burden would remain a priority for NMDHB and a 
higher profile activity for other organisations outside the health sector. 
 

I hope it is remembered as something that helped bring a consistency and a coordination to 
nutrition and physical activity and a way of thinking about improving nutrition and physical 
activity [that] doesn’t mean lets run another program around weight loss, that its actually 
about getting the environment, the social determinants stuff on the table for other 
organisations who may not have believed that it was part of their own agenda.  

 
At the three year point the programme team felt they had “hit their straps” and the model of 
working was becoming accepted, had achieved change and was building momentum. Stakeholders 
acknowledged that the current economic and political environment would inevitably limit the impact 
that the programme’s continued legacy. This issue of sustainability was discussed by most 
stakeholders; some were sceptical that, beyond a few individuals, any behaviour change would be 
maintained. Although a number identified individual level changes (see Section 5.1.1) they believed 
these could not be a legacy of NPA because the programme ended before widespread sustainable 
structures, organisational relationships and resources to support these healthy behaviours were well 
enough established. Some believed these gaps would be detrimental to addressing the obesity 
epidemic in the future. 
 
Though the relationship between NPA and the Health Promotion Team was said to have been 
challenging, it was hoped that these tensions would be resolved following the alignment and joint 
planning of the two teams. Overall, stakeholders’ primary sentiment was that NPA’s legacy over the 
three years was one of deepened learning and understanding which were incorporated into 
programme processes. 
 
In summary, stakeholders believed the legacy of NPA’s three years would be found in the changes in 
health services’ direction, the creation of a more supportive environment through access to useful 
resources, and strengthening community action.  
 
The majority of stakeholders believed NPA had created a legacy for the district during its three years 
of operation. Reflections incorporated the number of changes NPA had effected at individual, 
organisation and community levels, as these changes were understood in the most part, to be 
sustainable themselves but would engender ongoing change. It was purported that the real legacy 
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was greater than the sum of these individual achievements articulated by the model of working by 
which these achievements had been gained. 
 

5.1.5 Summary of short term outcomes 

Programme evidence and stakeholder interviews have provided evidence that many of the 
outcomes NPA expected to be evident within the five year lifetime of the programme at individual, 
organisational and community level, have been established to some degree after only three years.  
 
At the individual level, the opportunities presented by NPA have led to some knowledge, awareness 
and behaviour change, although capturing this systematically at a population level is not feasible. 
The organisational variables measured for evaluation purposes have provided quantifiable evidence 
of development and growth across the wider nutritional and physical activity infrastructure of the 
district, which has been directly influential in driving progress towards strategy goals and achieving 
sustainability of initiatives.  
 
The interdependent network of organisations working directly or indirectly towards NPA’s goals 
became measurable and more cohesive during the programme, creating an infrastructure which 
reached from the DHB right out to rural communities and incorporated governmental, NGO and 
community organisations. Within these organisations some reorientation towards health by non- 
health sectors and towards nutrition by sport oriented organisations was been noted. More 
supportive environments have been evidenced by physical changes across the district (with gardens 
and orchards being particularly high profile) and also changes in particular settings, such as marae.  
 
Despite the paucity of quantifiable measures relating to some outcomes of NPA, the majority of 
stakeholders were convinced NPA had produced some degree of change at individual, organisation 
and community levels within its three years of operation; changes which bode well for the 
theoretical and actual achievement of medium and longer term outcome goals. Stakeholders 
believed the legacy of NPA’s three years would be found in the changes in health services’ direction, 
the creation of a more supportive environment through access to useful resources, and 
strengthening community action.  
 
 
Note: Completion of a follow up population survey planned for 2011 will provide quantifiable 
evidence of any change in the Nelson Marlborough population’s knowledge, beliefs and behaviour 
relating to nutrition and physical activity. 
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6.0 Discussion 
 
 “Health Promotion is a combination of educational, organisational, economic and political 
actions designed with consumer participation to enable individuals, groups and whole 
communities to increase control over, and to improve their health through knowledge, 
attitudinal, behavioural, social and environmental changes." (Shilton et al., 2003, p.3).  

 
This definition of health promotion defines the nature of the NPA programme. An important 
characteristic of NPA has been its focus on the population of the Nelson-Marlborough district with 
its emphasis on changing the environment to enable behaviour to change, rather than just expecting 
individuals to make behavioural changes. The NPA approach is about developing the community 
base to bring about change by discovering the strengths in the community, then leveraging those 
strengths to take action. In essence the programme determined the need for change, analysed the 
strengths within the community and built a strategy around those strengths. In the early phases of 
the programme much of NPA’s work was centred on scoping and developing strategies with relevant 
groups and organisations. Development work relating to breastfeeding coordination, active 
transport advocacy and the community hub structure of Way2Go are all examples of building on 
existing community strengths in different ways. The former two required identification and 
coordination of existing communities of interest to develop work strategies and the latter was an 
existing robust model for delivering physical activity initiatives which NPA strengthened as its scope 
widened to include a wider community health role. Over three years the NPA team capitalised on 
the community’s infrastructure, using DHB infrastructures as required to precipitate access, 
establishing programmes and bringing about change. NPA reached the Nelson Marlborough 
communities through many venues by accessing schools and ECEs, providing grants for nutrition and 
physical activity related initiatives, delivering programmes (such as Marlborough on the Move’s 
Rural Fundamental Skills activity programme) and delivery of the Challenges public education 
campaign in relevant settings.  
 
Throughout the life of the programme (and evaluation of the programme) there have been some 
questions as to the nature of intervention and its expectation of demonstrable change. There is little 
doubt that NPA is not a traditional health intervention, where expected effects are often direct and 
unmistakable as in clinical settings. This program was designed to increase resources and capacity 
within the community to deliver a more cohesive and coordinated approach to reduce obesity in the 
Nelson-Marlborough region. Hence the unit of analysis is the amount of community engagement in 
this strategy. Examination of the work completed indicates that the project is more accurately 
understood as a strategy and this is an important consideration given this initiative should not be 
judged against traditional benchmarks associated with delivery of a programme.  
 
The programme logic also suggests that the programme is a health promotion strategy based on a 
community participation and empowerment model. This approach is innovative for a DHB in New 
Zealand.  While there are similar projects nationally, such as Let’s Beat Diabetes which was based on 
identification of immediate need; this project is based on a future prediction of problems. Further, 
the current community is also considered, on mass, relatively healthy and so the particular need in 
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this case is for a healthy older generation. It is important to note that ‘turning the tide of obesity’ 
was also seen as an experiment that could benefit NMDHB and subsequently New Zealand. 

Understanding the problem and solution: Importance of research and theory: 

From its inception, NPA has used a programme theory to guide its actions. Understanding the nature 
of the problem from all perspectives and finding a workable solution that is acceptable to all has 
been critical. While it may seem a logical step to ensure evidence based practice, many of our health 
strategies are not built on solid foundations and often are without an understanding of place context 
and setting. Rogers (2009) makes differentiation between the terms ‘intervention theory’, ‘theory-
of-change’ and ‘logic model’ useful as she makes explicit the two types of theory that are ‘at play’ in 
a programme. Intervention theory refers to ‘how the intervention is constructed to activate the 
theory of change’ while theory of-change is ‘the process by which change comes about (for an 
individual, organisation or community)’ (Rogers 2009, p. 3). This was the challenge for NPA; 
articulating a theory that captured the complex and complicated nature of the programme. The use 
of nested programme logics assisted this process, with operational programme logics for each Action 
Area ‘nesting’ alongside each other and also in relation to the strategic programme logic. 
 
Using a programme theory approach assumes a need for change and invariably programmes are 
developed to address problems. In the case of NPA there was not a problem per say to address, as in 
the case of CMDHB’s Lets Beat Diabetes. It was an attempt to be preventative and ensure an 
enhanced health status of its population. Obviously, as with all populations, there were pockets of 
problems and inequalities within the community that needed addressing. Although the district 
compares favourably to the New Zealand population on some indicators in the baseline survey, 
there were some significant and worrying statistics in relation to several of the physical activity and 
nutrition indicators. 
 
As a healthy and relatively wealthy community it was/is the perfect environment to be innovative. It 
took some time to have that shared vision within the community expressed at strategic and 
operational levels. Having a common understanding of the problem can determine success, as 
Greenhalgh (2004) suggests, to achieve adoption by many players a common vision is essential. 
There were many times throughout its life course that the programme leadership had to defend the 
existence of the programme and evaluation of the programme. 
 
There is little doubt that throughout its course the NPA group worked to bring many partners on 
board. The NPA team reflected on the importance of taking the time to build relationships, but most 
importantly giving people time to get on board. The worth of taking action to convince the sceptics 
cannot be underestimated. Many stakeholders commented that the programme just needed to get 
on and take action, that initially NPA progress was too slow. There was a definitively a vying for the 
budget and the power by the members of the governance groups. Criticisms of the evaluation and 
its embedded approach were much the same: Why waste the money on “just monitoring” when 
there is work to do? The evaluation and the programme were matched in their philosophy of action 
and the relationship built in the process of working together was for the purpose of building capacity 
and sustainability. It was critical to ensure that the need and the solution was evidence based and 
that time was taken to ensure all stakeholders believed the vision. 
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6.1 Acknowledging NPA’s achievements 

Before considering the overall nature of the programme, it is important to consider its timing and its 
context. Figure 3 on page 18 illustrates the time line of the programme within its environment, along 
with its relationship to the evaluation. 
 
As predicted by the programme logic, there were a number of events within the life of programme, 
which were both within and beyond its control that impacted upon implementation and 
performance. The timeline presents the expected five year life of the programme and the expected 
two million dollar budget each year. It is important to note that the full complement of the NPA 
team did not occur until January 2009 and remained intact for only seven months when the Tu 
Healthy coordinator resigned and reappointment was deferred due to the pending HPDP.  
 
NPA came into being in a supportive policy environment created by the Labour government. The 
beginning of wider environmental changes presented in the mid section of the diagram begins with 
the election of the National government in 2008 and subsequent removal or reduction in the policy 
infrastructure supporting programme work. As these changes concluded, the local DHB environment 
commenced a programme of changes which would endure for many months. The fiscal audit 
(Rutherford Initiative), redesign of Health Promotion (HPDP) and the fundamental restructure of the 
DHB are expected to be brought to conclusion during 2011.  
 
Performance of the programme must be understood in relation to its degree of implementation, the 
expected direct effect of the programme and, of course, environmental factors. In addition it must 
be reiterated that the programme as was planned in terms of its theory and theory of change, and 
after three years is now undergoing a considerable reformation in a new environment.  
 
The evaluation data is very clear and detailed, and confirms that at a high level the NPA programme 
has achieved all it was supposed to and more in the three years it has been running as a community 
based strategy. Monitoring the implementation process over the past three years has demonstrated 
that NPA has worked towards its targets and has been delivering against strategies with a high 
degree of programme fidelity. It is also evident the programme has been successful in fostering a 
new model of working for the DHB as well as calling groups to action under a collaborative banner 
and providing a conduit between the DHB and wider community. While the programme is only three 
years into its expected five year life course, it is about to move into a new phase and a new way of 
working. For this reason the programme can only be judged on its three years of evaluated 
implementation, as opposed to its expected final outcome. It is important to understand the focus of 
this evaluation is therefore on the early stage of this innovative long term health initiative. 

6.1.1 Programme wide achievements 

During the very early phase of NPA, there was great pressure from the key stakeholders within the 
DHB to get runs on the board and be seen to be proactive by utilising the budget, as opposed to 
setting up processes for longer term planning and development at the pace of community 
development. Early progress was slow and somewhat uncoordinated. To achieve the current degree 
of implementation it has done and to reach its targets, NPA has worked at different rates of speed 
during the past three years. Implementation of innovations is often weighed down by ‘setbacks’ and 
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‘surprises’ and NPA was no different in this respect; NPA’s greatest asset is that the team were 
prepared and confident to adapt,  using feedback to respond and make changes at programme or 
initiative  level.  Developing programmes in a safe creative environment is paramount for the success 
of innovations and change. 
 
NPA made some good decisions in terms of targeting young children, families and lower SES groups 
which provided focus to the “all of life, all of community” approach. In targeting the right people 
they increased health awareness and in addition the programme indirectly impacted on its 
community by influencing organisations and environments. However, despite several attempts to 
gain momentum with Maori the programme has really not achieved what was intended in this area, 
although there was evidence of traction in the later period. This is not necessarily a failure, but a 
reflection of the underestimation of time needed to build meaningful relationships in this area from 
the beginning. 
 
NPA’s major impact has been to mobilise a community into action in a structured and collaborative 
manner. This was achieved through supporting the community with training, education and funding 
but most importantly by building a network of strong collaborative partnerships with a diverse range 
of organisations from health, recreation, sport, education, council and social welfare sectors in 
addition to numerous smaller community organisations. 
 
There is a range of evidence to illustrate that NPA has achieved change at the individual level, in 
terms of knowledge, awareness and behaviour. Although this is not systemically measured, 
stakeholders concur that change has been realised for some individuals. There is much stronger 
evidence of organisational outcomes, with stakeholders affirming the accuracy of evaluation 
measures used to articulate the growth and development of the community infrastructure around 
nutrition and physical activity across the district, showing these processes as collaborative, valued 
and inter-sectoral.  

6.1.2 Action Area achievements 

In terms of the Action Areas, there is evidence of engagement and change; however the follow up 
effect may be limited given the changing parameters of the health agenda moving forward. The 
Healthy Childhood Action Area, for example started off very slowly, just focusing on breast feeding 
and through several stages has achieved coordination of activities by PHOs , although  significant 
improvements in breastfeeding rates and duration are yet to be seen. Relationships developed with 
schools, facilitated by tangible activities relating to the public education campaign, and have 
positioned NPA strongly for work in this setting. NPA’s mandate for work in school settings was 
weakened however, with the government repeal of the NAG 5 in 2009. The learnings from the 
Challenges campaign and the buy in from schools must be invested and NPA has appropriately 
signalled intent to influence health via the curriculum as its way forward.  
 
The Healthy Food Healthy Choices Action Area saw tremendous engagement with the food industry; 
this was also a notable achievement with traction gained at the level of food production likely to 
have national impact in terms of highly processed foods. However, as an industry geared to 
profitability, infiltrating a health agenda will be an ongoing challenge. 
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The appointment of a professional Communications Advisor supported the development and 
delivery of the Challenges campaign, the public education programme which traversed strategies of 
all Action Areas and directly delivered the health messages to around 3000 children and their 
families across the district. This campaign was a highly visible activity, connecting individuals and 
organisations across settings and receiving considerable support as it progressed. Although the 
campaign may be considered a major highlight, it only ran for a year so the effect may dissipate 
without follow-up.  
 
This harnessing of other industry knowledge also proved fruitful in terms of wider communications 
work, development of communication tools and the subsequent lifting of the profile of NPA, its 
partners and their achievements to a wide audience. Along with the departure of the Food Industry 
Liaison incumbent, the resignation of the Communications Advisor during the third year will also 
impact NPA. The issue for NPA is sustainability of effect. To maintain the change and momentum, 
follow-up, support and consolidation are necessary. These will be issues for the programme to deal 
with in its new phase.  
 
It is the work of the Reducing Chronic Conditions Action Area which made the most obvious 
contribution to the current health targets to improve diabetes and cardiovascular services relating to 
risk assessment and management. The CNS service supported health screening and annual checkups 
required for these chronic conditions and also the nutritional component of diabetes management. 
The CNS built capacity in the primary health workforce and other organisations to support 
management and prevention of these conditions. Links with organisations such as Way2Go and the 
fledgling hub network in Marlborough provide a vehicle for supporting activities which reach right 
into communities and connect with vulnerable populations. Both CNS and the hub networks have 
certainly gained some traction in the community and are well embedded as components of the 
nutrition and physical activity infrastructure. 

6.1.3 Ongoing achievements 

The achievements made by NPA should be viewed as outstanding given the changes to the political 
and organisational landscapes in the relatively brief three year period. When considering the 
theoretical basis of NPA as articulated by the strategic programme logic we can see there is clear 
evidence the inputs (programme delivery across the Action Areas), while mitigated by the enabling 
factors,  do go on to produce the intended short term outputs. These short term outputs can be 
viewed as surrogate indicators for the longer term impact of the programme on obesity. In essence, 
the underlying theory of NPA has been seen to be correct in the very short term - the programme is 
working as expected and having the expected impact. The magnitude of that effect beyond this 
point in time is dependent upon a number of factors and therefore cannot be determined. 

6.2 NPA as an innovation 

As the programme logic suggests, NPA was a health promotion initiative based on a community 
strength and participation model that can be described as an innovation. When making judgements 
about a programme such as NPA, its development, success and future development should be 
considered in this light. Innovation from an organisational perspective may be defined as follows:  
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"Innovation . . . is generally understood as the successful introduction of a new thing or method . . . 
Innovation is the embodiment, combination, or synthesis of knowledge in original, relevant, valued 
new products, processes, or services”. (Luecke and Katz, 2003, p. 2).  
 
Establishing this programme was clearly an innovative step for NMDHB to take. The approach was 
relatively unheralded in New Zealand. To implement such an experimental programme required 
innovative leadership from the NMDHB. It meant the leadership had to take a more flexible and 
creative approach to the NPA organisational structures. Setting up an organisation that was 
relatively autonomous in matters of budgets and decision making is not in keeping of the traditional 
organisational culture of DHB’s within New Zealand. For example, setting up a steering committee of 
community members to engage in development, governance and decision making of the programme 
was considered creative. While ultimately this governance group was not successful, the confidence 
and creativity of the host organisation needs to be acknowledged. The DHB was described by the 
then Director of Primary and Community Services as creative and innovative.  
 
NPA is therefore clearly an innovation and the evaluation team have previously drawn upon 
literature to review NPA’s strength of practice as an innovation. Components of innovations 
identified by Atun et al. (2008) and O'Sullivan (2002) as within the locus of control of an innovation 
are useful to consider as benchmarks of successful innovations (Clinton et al, 2009). The evidence 
from evaluation findings is presented and classified as weak, moderate or strong against the criteria 
in the literature for each of the identified success factors. 
 
Table 17: NPA as an innovation - success factors 

Success factor  NPA’s  rating Evaluation evidence 
Organisation  Strong to 

moderate 
Since the start of NPA, linkages with partners have remained the highest 
priority and coordinated systems to support the organisational 
development of community partners have been developed. However, DHB 
oversight which had been strong in the first two years of the programme, 
weakened in the final year. 

Empowerment  Moderate  NPA work is overwhelmingly collaborative. This is evident in the focus on 
capacity building and the value partners place on the relationship with 
NPA. The culture of the DHB moderates empowerment to a certain extent. 
NPA is accountable to the DHB for use of funding, but is flexible within 
those constraints, e.g., catalyst funding. The NPA team are public servants, 
which limits what can be done in terms of lobbying and advocacy. 

Goal definition  Strong NPA has a clear vision and the programme’s operational goals are well 
aligned to this vision. Over the years, the mandate of NPA seems to have 
widened to encompass the promotion of wellbeing as opposed to just 
nutrition and physical activity. Partners at all levels understand and agree 
with the ‘big picture’ goals of the programme. 

Participation in 
teams  

Strong The NPA team is very collaborative in their work, and is viewed by 
partners as skilled and highly credible. Partners at all levels value their 
working relationship with NPA. 
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Success factor  NPA’s  rating Evaluation evidence 
Communication 
of, and access 
to, information  

Strong Information sharing among NPA networks has become common practice, 
and is most often led by NPA. The dissolution of the IPG and PSG provided 
the catalyst for the establishment of a Nutrition and Physical Activity 
Forum, which provides an excellent opportunity for effective 
dissemination of information and the scoping of collaborative initiatives 
between members. Across the three years the Programme Director has 
served as a conduit of information between strategic and operational 
parties.  

Leadership  Moderate to 
Strong 

In the first two years of the programme leadership was strong at all levels, 
but in the final year DHB oversight of the programme waned. This made it 
more difficult for NPA to provide leadership vision for community 
initiatives it was involved in. However, the Programme Director is still 
regarded by partners as highly skilled and credible. 

Communication  Moderate to 
strong 

The Communications Coordinator has lifted the profile of the programme, 
and provided a sound strategic foundation NPA to engage in learning 
opportunities with the public and the health sector. Evidence of the 
strategy’s success can be seen in the development of the website, 
relationships established with local media, and, perhaps most significantly, 
the roll out of the public education campaign. 

Knowledge 
Management  

Weak  to 
moderate 

NPA remains quite reliant on individuals within the team who have 
developed their personal skills and relationships with Nelson Marlborough 
communities. However, databases have been established in partnership 
with community organisations, such as the Trolley Tips website and the 
FOUND database which have helped to inform partners about the 
workings of NPA. Nevertheless, there is still a risk that there would be no 
systematic way in which operational knowledge of the programme could 
be passed on to new team members if key personnel were to leave the 
programme.  

Alignment of 
actions to goals  

Moderate  In the last year of NPA there was quite a large reduction in the number of 
operational strategies. This acknowledged that NPA was spreading itself 
too thin and could not achieve all of its goals. Although all initiatives are 
working towards the overarching goals of each Action Area, not all NPA 
activity is directly aligned to KPIs. 

Monitoring of 
results  

Moderate  Although initially weak, reporting systems for most programmes run in 
partnership with NPA have become more robust and are generating up to 
date participation data. However, there are some exceptions. There has 
also been an increase across initiatives of evaluation readiness, which has 
provided the impetus for improving monitoring systems. Monitoring of 
results will always be challenging for a Public Health Initiative, particularly 
as reporting often provides information on processes rather than 
outcomes. 

 
NPA has functioned as a moderately strong innovation, with particular strength around organisation, 
information sharing, team function and goal setting; the capturing of intellectual capital the only 
identified weakness. As NPA negotiates its alignment with mainstream DHB services, its success as 
an innovation does not predetermine its successful diffusion into the host organisation. The 
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literature indicates that the attributes of the host organisation and the adoptability of the innovation 
to fit with that host organisation are crucial. 

6.2.1 Diffusion to a host organisation 

Greenhalgh et al. (2004) purport that the successful implementation of innovation relies foremost 
on the ability of a host organisation to absorb new knowledge, and on an organisational context that 
is receptive to change. Several factors (greater administrative intensity, complexity, external 
communication, functional differentiation, internal communication, managerial attitudes towards 
change, professionalism, adequate resources, specialisation and technical capacity) relating to the 
host organisation are positively associated with increased organisational innovativeness. Wider 
influences are also to be taken into account, with facilitative directives at a political level enhancing 
systems’ readiness for change. This was certainly evident in NPA’s final year of operation, during 
which time political directives changed, reducing funding and creating uncertainty for the growth 
and sustainability of NPA initiatives. The centralisation of an organisation is negatively associated 
with organisational innovativeness. It is beyond the scope of the evaluation to consider NMDHB in 
relation to all these variables but it is known that the DHB restructure currently underway is a move 
towards a more centralised structure than the one in place when the programme was initially 
launched. 
 
A meta analysis of over 500 service organisations that had attempted to diffuse innovative concepts 
into mainstream services identified a number of variables as important predictors for the successful 
adoption of these new ways of working (Greenhalgh, 2004). The first six variables are considered 
standard and are referred to in most organisational development literature, with additional variables 
considered pertinent to the success of complex service innovations or organisations such as NPA.  
Evidence from evaluation findings is presented and classified as weak, moderate or strong against 
the criteria in the literature for each of the identified adoptability variables in relation to NPA’s 
adoptability into the host environment of NMDHB at this point in time. 
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Table 18: NPA as an innovation - adoptability factors 

Adoptability Variable NPA’s rating Evaluation evidence 

Relative Advantage (clear, 
unambiguous advantage in 
effectiveness or cost-
effectiveness) 

Moderate/weak 
 
 

Achievements are long term and not directly attributable 
to programme. 
Unable to demonstrate cost-effectiveness. 
Evaluation evidence verifies underlying programme 
theory to be accurate thus far.  

Compatibility (with 
organisational or 
professional norms, values, 
and ways of working) 

Weak 
 
 

DHB current orientation towards individual/clinical 
services.   
Noted disjuncture between DHB & NPA.  

Complexity (simple or easily 
broken down into 
manageable parts and 
adopted incrementally) 

Weak/moderate 
 
 

NPA role is complex & multi faceted. 
Can be broken down but NPA embodies more than the 
sum of its parts.  

Trialability (able to be 
experienced on a limited 
basis) 

Weak 
 

Community development approaches to health 
promotion are not conducive to short term trials. 

Observability (benefits 
visible to intended users/ 
has worked to produce 
evidence) 

Moderate 
 
 

Visible benefits of NPA relate to process variables rather 
than outcomes. 

 

Reinvention (ability to 
adapt, refine or modify 
innovation to suit 
organisational needs) 

Moderate 
 

Some possible, but would lose the advantages of being a 
standalone entity.  

Fuzzy Boundaries 
(adaptiveness of peripheral 
structures/systems “system 
fit”) 

Moderate 
 

Some already fit with  DHB, e.g. reporting 
Some could adapt easily, e.g. communications systems 
Many systems are relationships and processes organic, 
informal and respond to community needs and would 
not adapt easily. 

Risk (balance between 
perceived risks and 
benefits) 

Weak 
 

Opportunity cost of is NPA is the alternative use of 
resources for services to manage and treat conditions 
(rather than prevent them). These risks and benefits are 
more immediate and apparent.   

Task issues (relevance to 
the performance of the 
intended user) 

Moderate  
 
 

Partial overlap with one health target re diabetes and 
cardiovascular services.  
No evidence comparing task performance of NPA with 
mainstream service.  

Knowledge required to use 
(Transferability of 
knowledge required for 
innovation implementation 
and use) 

Moderate 
 

Some is transferable. (e.g. communications tools and 
contract management).  
Much knowledge rests with individual team members 
and this intellectual capital is not (or is difficult to) 
captured for NMDHB.  
Knowledge will transfer if individual team members 
remain and have remit to use it.  

Augmentation/support 
(well supported with user 
manual/help desk/ levels of 
technology and training.) 

Strong if team 
members stay 
otherwise weak 
 

The “technology” is the NPA relationship/ network & 
expertise of its staff.  
Some sharing/overlap occurred with Health Promotion 
Service.  

 
Overall NPA’s adoptability to NMDHB rating is moderately weak, reflecting the contrast between the 
long term preventative community development approach of NPA, so reliant on collaboration and 
relationships, and the more traditional stance of the DHB. Greenhalgh (2004) goes on to  suggest 
that the implementation of innovation is not a linear process, and the host organisational structure; 
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leadership; resources; communications; networks; feedback; and the ability to adapt or reinvent an 
innovation within systems will can be influential in determining whether an innovation is taken on 
board. 
 
It should be noted that NPA has been very effective in building strong network structures within the 
community and ensuring the prioritisation of health in the operations of network partners. The 
programme has also worked to increase the capacity of organisations to innovate and has 
maintained long term links with the organisations they have worked with. These processes are 
suggested to be important in ensuring innovation is amalgamated into community organisations’ 
operational systems. NPA has also drawn upon the influence of opinion leaders and champions for 
projects to ensure uptake of innovation in the community, whilst providing outlines of organisational 
boundaries and engendering formal structures for the dissemination of programmes. Such 
achievements suggest that this will enhance the dissemination of NPA’s innovation in the wider 
community, but evidence of similar weight regarding its interface with the DHB is lacking.  
 
Diffusion theory explains the life cycle of innovations and demonstrates that all programmes decline 
unless change and adaption occurs. As the previous section has illustrated this depends not only on 
the innovation itself but the adaptive process entered into with the host organisation. There is 
evidence to demonstrate adaptation of the programme at Action Area level has occurred in 
response to the operating context; it is now the overall organisation of NPA that needs to be 
working toward the next phase of its plan. Sustainability depends on its ongoing success but also on 
the nature and strength of its relationship with the host organisation. It has been suggested that the 
assimilation of an innovation into its host environment is a crucial process during which the values 
and operating structures of each system synthesise to greater or lesser degrees (Greenhalgh, 2004). 
 
To understand success of an innovation it is essential to consider the influence the innovation has on 
its host organisation. It remains to be seen whether the success of NPA will in anyway influence the 
DHB. The DHB has the opportunity to build on strength developed in the community by NPA, and 
consider a role as a community ‘facilitator’ or instigator of change. This role would require devolving 
health promotion to the community or drawing NPA back to a centralised position. It will be 
important to determine how much of the philosophy of NPA is adopted by the host organisation, 
namely the Public Health Service. This of course would mark the true legacy and success of an 
innovation. 
 
In the case of NPA this scenario has yet to be played out. The decision to adopt some of the process 
mechanisms for health promotion delivery has as not yet occurred. On one hand there is little doubt 
that NPA has completed what was expected of it in its three year life span. The quality and quantity 
of partnerships, increased health awareness and sustainable community engagement alongside the 
more tangible environmental changes are testament to this. Most critically its formation of a 
strategic relationship with the community provides a conduit between the DHB and its community, 
the likes of which has not been seen before. It has reformed the perception of the DHB in the eyes of 
the community and raised its profile as a health promotion organisation. 
 
The community partners absolutely “bought into” the organisational culture of NPA as a new way of 
working with the DHB. The collaborative delivery of NPA’s operational plans, evidence of a cohesive 
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and strengthening network for nutrition and physical activity in the district and feedback from 
stakeholder interviews provide strong evidence for this.  Achieving this status took time and 
considerable engagement in relationship building. Many attempts were made and failed along the 
way, but the creative environment allowed for mistakes. Subsequently there was considerable 
learning along the way. Growth and adaption of new systems is clear, as is collaboration without the 
fight over governance power. NPA has been allowed to act separately and flexibly and this has been 
its strength. While this has provided kudos for the DHB it will also make it a difficult to mainstream 
this innovation. The following diagram illustrates the place of innovation influence in relation to its 
host and its target community. 
 
 

 
Figure 21: The flow of innovation influence 

 
The diagram demonstrates the impact, connection and closeness of the community and NPA. There 
appears to be confidence from the community sector that relationships have been established and 
change has occurred. This is not the case with the DHB. 
 
In examining the performance of NPA over time, it is apparent there was tremendous growth and 
achievement in a short period. Figure 22 illustrates the life of the programme and synthesises what 
we have evidenced the programme achieve to date, with predictions suggested by organisational 
development theory. 
 



106 

 
Figure 22: Potential diffusion of NPA innovation 

 
Rogers’ Diffusion of Innovation theory (Rogers, 2009) states the influence of an innovation builds to 
a point over the life of an innovation and then wanes. As NPA was set up as a five year programme, 
we can expect this influence to reach its height at five years and then wane as the cumulative effects 
of programme activity (represented by the bars) cease. Evaluation findings have determined the 
programme is delivering as intended and if the status quo remained should go on to deliver for the 
remaining two years. As the programme is facing a change in status after three years, the five year 
influence will not eventuate and the diagram illustrates two potential scenarios moving forward, 
illustrated by the two additional curved lines on the diagram. 
 
The dot and dash line represents the first scenario, with the innovation (the NPA model of working) 
successfully disseminated into   host environment (the DHB) after year three. Harnessing of 
mainstream resources increases the impact of NPA on the community for a longer period of time, 
represented by the second wave of diffusion of the innovation. The second scenario illustrates the 
failure of the innovation (NPA) to disseminate into the host environment (the DHB). The dash line 
begins its downward trend at year three, as the effect of the innovation gradually reduces. 
 
NPA may have a weaker “systems fit” with the DHB than with the community it has partnered with, 
but it is the former relationship that will determine the extent to which the innovation which is NPA 
continues to influence the obesity epidemic. 
 
NPA has been clearly identified as an innovation in terms of DHB delivery of health promotion, albeit 
one which has had its conceptual framework changed before its prime. It is interesting to note that 
most innovations are cut short before they can reach their potential,  and it appears that NPA is no 
different (Lomas, 2008). 
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In its three years of operation NPA has strongly demonstrated characteristics shared with successful 
innovations and these have facilitated effective engagement with the Nelson Marlborough 
community and supported the organisational development of nutrition and physical activity across 
the district. The strengths and achievements of NPA are not in themselves significant predictors of 
NPA’s innovative practice being easily or successfully disseminated through the DHB. The literature 
suggests NPA is in a moderately weak position to influence the DHB at this present time. The 
“systems fit” NPA developed to work with the community requires adaptation for DHB use if a 
second surge of programme influence is to be witnessed. 

6.3 Factors that affect the performance of NPA 

As with many complex and complicated programmes, understanding the factors of success offers 
enormous challenge; how do you align the stars? We have previously used the analogy of the rubrics 
cube, in an attempt to illustrate development of the programme through its multiple, often 
hierarchical dimensions (Clinton et al. 2009 and 2010). The evaluation has illustrated that a number 
of factors have been influential and in some cases significant relationships have been established. It 
is suggested that success relates to ensuring that the environmental need, the theory behind the 
intervention and its implementation and the expected impact are all constructively aligned. The 
following section outlines these factors. 

6.3.1 Determinants of success  

NPA has undoubtedly achieved success on many levels. However realising success can be defined as 
progress towards strategic goals and the probable sustainability of programme structures. Success 
has occurred and can be attributed to the programme’s strong theoretical base and a number of 
enablers which have made this theory of action feasible. Figure 23 illustrates the combination of the 
theoretical base (health promotion strategies identified by HEHA) with the organisational variables 
which are a result of action at programme level and change at the community level. Together these 
factors, which are mitigated by time, have been shown to lead to success. 
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Figure 23: NPA The success factors 
 
Within this process lie more complex determinants of success, which are discussed in the following 
sections. 

6.3.2 Understanding context, place & setting 

Clarity around the nature of the concern or the reason for the program is essential for programme 
success. In the case of NPA there was clarity of purpose, however clarity around outcomes was often 
blurred amongst the stakeholders. It was this lack of understanding of what might be achieved that 
remained unresolved throughout the programme. The NPA vision was to be the first in the country 
to “turn the tide” of obesity. For NMDHB this meant increasing physical activity and healthy nutrition 
to increase the wellness of the population of the region. The programme is intergenerational and as 
such, witnessing change in the short term may not be feasible. It should be understood that proxy 
indicators of change are essential to measure and understand change. 
 
NMDHB is a distinctive environment that needs to be recognised. The geography, the distances 
between centres and the unique character of the region have played a considerable role in 
influencing the performance of NPA. The characteristics of the area and the health status of the 
population determined the purpose of the innovation and provided a unique place for the 
experiment that is NPA. 
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6.3.3 The theory and philosophy of the programme: Collaboration & partnership 

The philosophy of the programme was innovation and creativity through partnership. One of the key 
goals of the programme was to improve collaboration and partnership in order to minimise 
duplication and close gaps. Having an evidence base or a theory on which to build NPA was crucial to 
its development and success, as was having a principle to guide its actions. Being collaborative, 
creative and innovative at one time raises questions of feasibility given the culture of DHBs and our 
current political climate. Throughout the life of the evaluation there have been questions as to the 
nature of the intervention. Is it a strategy or an intervention? Assessment of the work completed to 
date indicates that NPA is a strategy as opposed to a traditional public health programme. This is an 
important consideration as this initiative or strategy should not be judged against traditional 
intervention bench marks or as a whole programme.  
 
NPA developed an extensive evidence base around its initiative, determining that the best approach 
was a community participatory approach underpinned by the principles of health promotion. It is 
hard to argue against the principle of empowering the community to take control of its own well 
being. Similarly, coordinating services can only be cost effective. The principle is using theory and 
evidence to develop strategies of the programme; the programme should be dynamic and 
underpinned by evidence to provide a direction –a vision. 
 
In implementing its programme there was often a question of the merit of the programme for 
NMDHB. Nelson Marlborough is relatively healthy with some pockets of concern, but still healthier 
than most regions of New Zealand. It was therefore important that the targeted group was the right 
group for intergenerational change. While it took some time to orchestrate, working with schools 
and focussing on breast feeding effects an impact for future generations. Targeting the community 
and promoting government health targets such as chronic conditions and breast feeding suggests 
that both DHB and community were meant to gain worth from this programme. The standout 
success factor for NPA was meeting its KPIs and developing its reach across the population. The 
degree of implementation was extremely high with a scale and scope of which had the potential to 
reach almost anyone and everyone across the Nelson Marlborough district. The merit of imparting 
health messages, education and awareness to a whole population cannot be argued with; NPA’s 
worth however remains to be seen. 
 
NPA in essence has been about developing relationships, particularly between the DHB and 
community. However the relationships within the DHB were also critical to success. The key to 
success is building and maintaining strong relationships both internally and externally to the 
organisation. 
 
NPA ensured that the philosophy of partnership and collaboration was enacted, however this is 
without doubt one of the most difficult endeavours for any community. Interestingly, in some cases 
this vision and philosophy meant that collaboration and partnership opportunities were under-
realised because of clashes in culture and/or visions. The nature of the partnership always needs to 
be determined and articulated so it is completely transparent. True partnership requires a sharing of 
decision-making and funding. Although NPA had more flexibility than normal DHB programmes, its 
ability to actually have true partnerships might be questioned. This is partly due to the system 
needing to maintain control over the funding, and of course there was also a lack of real funding 
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from other organisations. Ultimately NPA could in some possible sense be reduced to a funding body 
if it were not for its philosophy and guiding principles.  

6.3.4 Organisational structures and leadership:  

It is clear that in its early phase NPA had strong leadership and was championed at many levels, the 
General Manager of the Primary and Community Division gathered a strong team which provided 
the means to challenge the traditional system. Hence in terms of implementation structures, the 
NPA programme had a much different system to the DHB. They had much more flexibility and more 
transparency in terms of developing relationships, decision making, budgeting and funding, 
reporting and approach to achieving the vision. NPA was not constrained by the traditional system 
and culture of the DHB; being independent from the Public Health Service allowed NPA team 
members to avoid the internal structures and to work in their own way.  
 
This approach was a plus for the community where organisational mechanisms are less orchestrated 
and top down, it allowed for collaboration and development of grass roots type partnerships. The 
inclusiveness of the NPA style of working meant the community engaged. Allowing the 
independence of such an innovative group ensures that collaboration can occur at many levels. 
Working in such a way meant they had the flexibility to put time, energy and money into work 
streams that were popular, e.g. gardening, where they could boost existing momentum - building on 
strengths, or where they could, leveraging off other activities. 
 
Working in this way also required a lot of trial and error and there was considerable learning along 
the way. The NPA team became contract managers, a role usually restricted to those in Planning & 
Funding, and required relationship management in addition to contract specifications to steer 
service provision away from oversupply of clinical consults back towards capacity building. MOM 
was seen an experiment to determine if a sports stadium operation from a business model could 
engage a different audience-again it was all about creativity. Of course, not all experiences are 
positive. Working with external contractors to develop the public education campaign for example, 
created a great deal of complication and stress for the team. The point is the ability to experiment in 
a safe environment leads to innovative change. 
 
It has been said that the task of leadership is to create an alignment of strengths which make a 
system’s weakness irrelevant (Drucker as cited in Cooperrider & Whitney, 2005). There is little doubt 
that positive leadership is critical for success of any programme, particularly in the early phase. 
Drucker defines a programme champion as a ‘monomanic’ with a mission. A leader needs to protect, 
nurture and fight for resources to ensure the programme has a chance of success. “The more radical 
the change, the stronger more forceful and persistent the champions must be. These champions also 
need to set up a like minded group” (Clemmer, 2001). Waterman (1993) has described these kinds of 
groups as mini organisations consisting of passionate followers and what Waterman (1993) refers to 
as the Adhocracy. He suggests that an adhocracy is any organisation form that contests ruling 
bureaucracy in order to engage with the new and that any ad hoc organisational form is the most 
effective way of enacting change. Adhocracy cuts through organisational structures like functions 
and job descriptions in order to achieve this outcome (Waterman 1993).  
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This is exactly what happened with NPA. As an innovation it exuded strong leadership and 
organisational structure such that the team were renowned within the community for getting things 
done effectively and efficiently. The team and the Programme Director in particular, developed great 
credibility within the community. 
 
The issue for NPA as an ‘adhocacy’ is one of sustainability. The leadership must continue to support 
the cause and where necessary increase the intensity of the fight when the economic and political 
imperatives change in order for the innovation to succeed. Over the three years the role of NPA’s 
champion changed considerably such that it was not feasible to champion NPA to the required level 
and this mantle passed to Programme Director. Unfortunately the Director did not have the same 
political authority to deal with the working environment, which became somewhat divisive and 
stifled the growth of NPA in the final year of the project. A champion needs to be on board until the 
innovation is adopted by the key stakeholders and is thus successful.  
 

6.3.5 Resources 

Every programme, intervention, initiative and innovation requires appropriate resourcing otherwise 
it cannot thrive. NPA was no different. Time and funding were the stand out factor although building 
and maintaining workforce capacity cannot be discounted. 
 
Community development and real partnerships take time. NPA learned very early on that they had 
to work at the pace of community organisations and for especially for Maori communities in the 
region. While the development of relationships with Maori was slow, there is sign of some traction 
but unfortunately less action than predicted. 
 
The funding of course was vital but interestingly NPA still managed relationships well as funding 
diminished. The NPA team took the opportunity to change structures around funding for the 
community. For example, there was consensus that small grants were not the best idea and while 
removal was not popular with those who were tapping in to this source the replacement catalyst 
grants were structured towards sustainability and needed more commitment from applicant and 
other organisations; hence they encouraged alliances. 
 
As well as funding for the community, structuring funding within the organisation needs clarity. The 
decision to fund yearly an equal amount and in fact ring fence funding created barriers as well as 
enhancing longer term planning. The pressure to spend funding early on and the lack of enough 
funding towards the end did not take into account the ebbs and flows of programme development.  
 
It was unheralded at the time to “ring fence” a substantial budget for a significant period of time 
with the understanding that the ultimate outcomes could not be measured in the donor’s life time. 
Public health initiatives take time and inter generational change is difficult to affect. Continued 
clarity around the vision, funding and feasible measurement is essential for the success of long term 
projects. 
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6.3.6 Evaluation that creates a learning organisation:  

The evaluation of NPA was developed as an integral part of the innovation. An aspect of the 
innovative nature of NPA was the evaluation. The programme developers took on board the mantra 
of Lomas who suggested that ‘Innovations readily emerge in New Zealand’s health sector, but the 
evaluation infrastructure to establish their worth is missing.’ (Lomas, 2008, p.4).  
 
 The development team intended to use the evaluation to create a learning environment. While 
most would argue that evaluation is an essential component of any initiative, few would 
acknowledge it as a part of the intervention. The analysis of the evaluation monitoring data 
illustrated the significant relationship evaluation had in contributing to the sustainability of the 
programme. Evaluation and monitoring helped provide a pathway to ensure that information flowed 
between partners and the DHB. In essence, the external evaluation of NPA helped consolidate the 
profile of the programme for the wider stakeholder group as it systematically drew together and 
presented evidence from the plethora of activities in the context of a single programme. Evaluation 
findings were used to view NPA as a whole, critically reflect on its processes and promote change. 
 
This critical reflection and use of information has been encouraged at every level of the programme 
from DHB Board to community initiative. Senge suggests "It is no longer sufficient to have one 
person learning for the organisation, a Ford or a Sloan or a Watson. It's just not possible any longer 
to 'figure it out' from the top, and have everyone else following the orders of the 'grand strategist.' 
The organisations that will truly excel in the future will be the organisations that will truly tap 
people's commitment and capacity to learn at all levels in an organisation" (Senge, 2004, p.4).  Senge 
is right; organisation change depends on more than a few key leaders. It requires engagement of the 
system. Time, energy and resources are required for system development and an effective process 
for systematically studying, reviewing, revising, and retrying in a continuous cycle of change. In fact 
the learning often becomes a critical process but not an end in itself. Evaluation is the vehicle in this 
process. 
 
Measuring change in the case of organisations is often difficult. For the NPA team the evaluation was 
embraced as a crucial component, however for others it was thought of as an obstacle to expansion 
and a waste of resources. The mantra for some members of the DHB Board was ‘we know it works 
so why bother with evaluation’. In the case of a learning organisation what we know is less 
important than what we do with what we know. The NPA team used the evaluation information for 
adaptation and change. Throughout the process the NPA team and partner organisations showed 
signs of engaging in more efficient data collection and self-review. There is little doubt that 
evaluation capacity increased throughout the evaluation. The NPA team took the time to engage in 
formal training and ensured that this learning was dispersed. For example, the NPA team worked 
with partners to develop more appropriate KPIs. While there is still some way to go with reporting, 
there is little doubt that the principles of evaluation have become part of the NPA mindset. It is 
essential that the programme continue integrated planning, monitoring, and evaluation and then 
the practical alignment of inputs, outputs and outcomes measurement can occur. 
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6.3.7 External factors: 

Perhaps the biggest factor to influence the ability of NPA to do what it was supposed to was those 
outside its control – the political environment. It also must be acknowledged that the environment 
at the time of commencement of the programme was politically socially and economically at a 
welfare high. Population health prevention was at its peak, the country was experiencing an 
economic boom and the incumbent government was pushing a social agenda. It was a time when 
health innovation was a political catch cry. In 2007 Dr Jonathan Lomas evaluated the sector’s 
capacity for innovation and presented a plan for extending innovation to the Ministry of Health in his 
report Formalised Informality: An action plan to spread proven health innovations. One of the key 
messages from the document was ‘The spread of proven innovation involves co-ordinating and 
integrating the three phases of the innovation chain: production/evaluation, dissemination, and 
adoption’ (Lomas, 2007, page v). NMDHB took this on board, but unfortunately three years later the 
government’s game plan had changed. Funding structures, targets and approaches to health 
intervention changed. The DHB had no choice but to move with the tide of the times. 
 
The global recession hit New Zealand and the impact of this on the population in the region has been 
substantial. It fundamentally reduces the ability of NPA to have the impact that it might have 
otherwise had, from an organisational level to an individual’s ability to change their behaviour. 
When the economic situations of families change, the priority for eating healthy food and engaging 
in physical activity also changes. The DHB also underwent a financial review, the community in some 
sense reviewed their finances, and in essence preventative health measures lost their priority. 
 

6.4 The Legacy that is NPA 

The merit of NPA is hard to argue with, however, its’ worth is yet to be realised, and may not be 
realised as the environment that launched NPA is now so different. So perhaps by assessing its 
‘diamonds’ as Brinkerhoff (2003) suggests, we can determine its legacy.  
 
NPA has touched the lives of the Nelson Marlborough population using a multifaceted approach to 
health promotion. The programme targeted the future health status of the district and, in particular, 
of the next generation. Many children across the district will remember the seasonal promotions 
and most families will acknowledge that Nelson Marlborough as a region was concerned about 
healthy eating and healthy action, suggesting that it is a healthy place to live.  
 
NPA has generated community collaborations, facilitated intersectoral action to address 
determinants of health and provided a conduit between community and the DHB that cannot be 
underestimated. NPA has demonstrated that its model of working produced results as expected in 
the short term, and one can assume that some of the work will be sustained while the networks last. 
NPA will be used as a success case study for the work of health promotion, obesity prevention and 
the HEHA strategy in policy papers for years to come. While the outcomes may be elusive, the 
degree of implementation was apparent. 
 
Embedding an evaluation perspective into the programme has multiple effects and has contributed 
to the legacy NPA will leave behind by ensuring the message is documented and as such 
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disseminated. The evaluation in itself was an innovative approach and giving evaluation the task of 
building a learning community alongside developing capacity will be seen as ground-breaking.  
From a DHB perspective, NPA has afforded it an opportunity to bask in the glow of being seen as 
creative organisation, one that demonstrated its environment was a safe and comfortable place to 
innovate. Only an organisation that had these qualities could attempt to deal with what Tenbensel & 
Clinton (2010) describe as ‘wicked problems’, such as turning the tide of obesity. The DHB should be 
acknowledged for pioneering such an innovative health promotion approach to address the obesity 
epidemic.  
 
NPA as an innovation has indeed left an intrinsically valuable legacy in the Nelson Marlborough 
district. Its ultimate success however will be judged by the turning around of the obesity epidemic, 
and as such, can only be determined in the future.  
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Appendices 

Appendix A: List of NPA evaluation reports 

Evaluation Monitoring Period: June 07 – November 08 
Overview of the Evaluation of the Nutrition and Physical Activity Programme 
NPA Monitoring Report: Reporting Period July 2007 to November 2008 
NPA Monitoring Report: Data Supplement Reporting Period July 2007 to November 2008 
Evaluation of the Nutrition and Physical Activity Programme Partnership Performance 
Interim Report 
The Nutrition and Physical Activity Programme: The Environmental Factors Interim Report  
An Evaluation of the Baby Talk Programme: A Focused Study for the Nelson Marlborough 
Nutrition and Physical Activity Programme 
An Evaluation of the Marlborough Active Families Programme 
An Evaluation of Way2Go: A Focussed Study for the Nelson Marlborough Nutrition and 
Physical Activity Programme 

Evaluation Monitoring Period: December 08 – November 09 
Overview of the Evaluation of the Nutrition and Physical Activity Programme (Dec 2008- 
November 2009) 
NPA Monitoring Report: Reporting Period December 2008 to November 2009 
NPA Monitoring Report: Data Supplement Reporting Period December 2008 to November 
2009 
The Nutrition and Physical Activity Programme: Evaluating the Partnerships, Collaboration 
and Organisational Development 
An Evaluation of the Community Nutrition Service 
An Evaluation of the Marlborough on the Move Programme 
An Evaluation of the Current and Potential Role of Way2Go in a Continuum of Physical 
Activity Support in Nelson/Tasman  

Evaluation Monitoring Period: December 09 – June 10 
Overview of the Evaluation of the Nutrition and Physical Activity Programme (December 
2009 to June 2010) 
NPA Monitoring Report: Reporting Period December 2009 to June 2010 
NPA Monitoring Report: Data Supplement Reporting Period December 2009 to June 2010 
The Nutrition and Physical Activity Programme: Evaluating the Partnerships, Collaboration 
and Organisational Development 
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Appendix B: Evaluation variable rubric 

Evaluation 
Variable 

Definition Scoring Evidence 

Meeting KPIs Degree to which the 
initiative or Action Area 
met their KPIs to date. 

No information = 0 
Unmet = 1-3 
Partially met = 4-7 
Met = 8-10 

Programme reporting, 
meetings minutes and 
interview data. 

Degree of 
Implementation 

Degree to which the 
programme or goals have 
been implemented 

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting, 
meeting minutes and 
interview data. 

Adaptation Changes to plans or KPIs to 
suit context. Based on 
recorded change.  

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting, 
meeting minutes and 
interview data. 

Organisational 
Development 

Degree to which the Action 
Area or initiatives have 
organisational structures.  

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting, 
meetings minutes and 
interview data. 

Collaboration Degree of partnership or 
relationship. 

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting, 
meetings minutes and 
interview data. 

Team Cohesion  Degree of team work, 
compatibility and 
cooperation 
 

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting, 
meetings minutes and 
interview data. 

Sustainability Degree of programme 
sustainability. 

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting 
and interview data. 

Evaluation 
Readiness 

The preparedness to begin 
evaluation.  

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting 
and interview data. 
 

Progress Overall view of the 
progress made towards 
goals. 

No information = 0 
Low = 1-3 
Medium = 4-7 
High = 8-10 

Programme reporting, 
meetings minutes and 
interview data. 
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Appendix C: Programme development and programme organisation by Action Area 
Table 19: Healthy Childhood performance by strategy over three years 

Progress S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 6 6.5 6 6.5 7 7 6.50 

2008/2009 8 7.5 6.5 8.5 7 7 7.42 

2009/2010 6 * 5 8 6 6 6.20 

Meeting KPIs S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 5 8 6 6 10 10 7.50 

2008/2009 10 6 10 8 10 8 8.67 

2009/2010 7 * 4 8.5 4.5 5 5.80 

Degree of Implementation S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 4 6 7 6 9 8 6.67 

2008/2009 3 7 7 8 6 6 6.17 

2009/2010 6 * 4 8.5 3 4 5.10 

Adaptation  S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 1 0 0 2 0 1 0.67 

2008/2009 2 2 1 3 0 3 1.83 

2009/2010 2 * 1 2 1 2 1.60 

 
Table 20: Healthy Food Healthy Choices performance by strategy over three years 

Progress S1 S2 S3 S4 S5 S6 S7 S8 3 yr 
mean 

2007/2008 4 6 4 7.5 4 4 7 5 5.19 
2008/2009 4 7 6 6.5 5 4 9 7 6.06 
2009/2010 * 8.5 8.5 7.5 6 * * * 7.63 
Meeting KPIs S1 S2 S3 S4 S5 S6 S7 S8 3 yr 

mean 

2007/2008 4 5 1 7 3 6 9 5 5.00 
2008/2009 2 6 8.5 7 4.5 4 10 9 6.38 

2009/2010 * 7.5 8 7.5 6 * * * 7.25 
Degree of 
Implementation 

S1 S2 S3 S4 S5 S6 S7 S8 3 yr 
mean 

2007/2008 3 6 2 7 4 6 8 6 5.25 

2008/2009 1.5 7.5 7.5 6 5 3 8 7 5.69 
2009/2010 * 8.5 7.5 6 5 * * * 6.75 
Adaptation  S1 S2 S3 S4 S5 S6 S7 S8 3 yr 

mean 

2007/2008 3 3 2 2 1 2 0 1 1.75 
2008/2009 4 2 1.5 0 1 1 0 1.5 1.38 
2009/2010 * 1 1 1 0.5 * * * 0.88 
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Table 21: Active Neighbourhoods Active Lives performance by strategy over three years 

Progress S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 7.5 7 4 6 7 3 5.75 

2008/2009 7.5 7 4 7 8.5 9 7.17 

2009/2010 7.5 * 8 5.5 * 6 6.75 

Meeting KPIs S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 10 10 4 6 10 10 8.33 

2008/2009 9 7 3.5 6 10 8 7.25 

2009/2010 10  7 4.5  5 6.625 

Degree of Implementation S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 8 6 3 7 8 6 6.33 

2008/2009 7 6 4 7 8 8 6.67 

2009/2010 6  5.5 4  5 5.13 

Adaptation S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 7.5 7 4 6 7 3 5.75 

2008/2009 7.5 7 4 7 8.5 9 7.17 

2009/2010 7.5  8 5.5  6 6.75 
 
 
Table 22: Supporting Vulnerable People and Families performance by strategy over three years 

Progress S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 5 5 6 6 3 8 5.50 
2008/2009 3 5 7 8 2.5 9 5.75 
2009/2010 5 * 8 9 * 9 7.75 
Meeting KPIs S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 5 5 5 5 2 10 5.33 
2008/2009 0 3.5 9 8.5 4 10 5.83 
2009/2010 4 * 6 10 * 10 7.50 
Degree of Implementation S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 3 5 7 6 1 8.5 5.08 
2008/2009 2 4 6.5 7 2 8 4.92 
2009/2010 3 * 8 9 * 8.5 7.13 
Adaptation  S1 S2 S3 S4 S5 S6 3 yr mean 

2007/2008 1 0.5 1 2 1 0 0.92 
2008/2009 1 0 0 0 1 0 0.33 
2009/2010 1 * 1 0 * 0 0.5 
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Table 23: Reducing Chronic Conditions performance by strategy over three years 

Progress S1 S2 S3 3 yr mean 

2007/2008 5 6 6 5.67 
2008/2009 8.5 8 7 7.83 
2009/2010 8.5 8 8 8.17 
Meeting KPIs S1 S2 S3 3 yr mean 

2007/2008 6 10 7 7.67 
2008/2009 9.5 8 7.5 8.33 
2009/2010 8 8 6 7.33 
Degree of Implementation S1 S2 S3 3 yr mean 

2007/2008 5 6 5 5.33 
2008/2009 8 8 7.5 7.83 
2009/2010 8 8 8 8.00 
Adaptation  S1 S2 S3 3 yr mean 

2007/2008 1 0 2 1.00 
2008/2009 1 0 1 0.67 
2009/2010 1 1 1 1.00 
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Appendix D: NPA programme variables 
Table 24: NPA programme delivery across three years 

 

2007/2008 2008/2009 2009/2010 

Progress 5.6 6.7 7.4 

Meet KPIs 6.8 7.3 6.9 

Implementation 5.7 6.3 6.4 

Adaptation 1.0 1.0 0.9 

 
Table 25: NPA programme organisation across three years 

Evaluation Variable 2007/2008 2008/2009 2009/2010 

Programme Fidelity 6.25 6.77 6.66 

Adaptation 1.00 1.01 0.90 

Organisational Development 4.40 5.90 6.90 

Collaboration and partnership 6.00 6.50 7.30 

Sustainability 5.80 6.30 7.00 

Evaluation readiness 4.90 6.20 7.10 

Progress 5.65 6.66 7.42 

 
Table 26: Nature of KPIs across three years 

 
 
Table 27: Assignment of responsibility across three years 

Assignment of Responsibility Year 1 Year 2 Year 3 Total 

Sole 22% (8) 15% (9) 4% (2) 13% (19) 

Led 27% (10) 17% (10) 28% (15) 23% (35) 

Equal 22% (8) 32% (19) 42% (22) 33% (49) 

Supporting 8% (3) 14% (8) 8% (4) 10% (15) 

Contract 22% (8) 22% (13) 19% (10) 21% (31) 

 
Table 28: Alignment with health promotion principles across three years 

Ottawa Charter Actions Year 1 Year 2 Year 3 Total 

Build Healthy Public Policy 22% (8) 22% (13) 32% (17) 25% (38) 

Create Supportive Environments 19% (7) 13% (8) 6% (2) 12% (18) 

Strengthen Community Action 30% (11) 30% (18) 25% (11) 28% (42) 

Develop Personal Skills 16% (6) 20% (12) 21% (13) 19% (29) 

Reorient Health Services 14% (5) 15% (9) 17% (9) 15% (23) 

 

Nature of KPIs Year 1 Year 2 Year 3 Total 

Collaboration  16% (6) 30% (18) 42% (22) 31% (46) 

Programme Delivery  46% (17) 42% (25) 34% (18) 40% (60) 

Programme Development  32% (12) 17% (10) 21% (11) 22% (33) 

Structural Development  5% (2) 12% (7) 4% (2) 7% (11) 
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